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CHILD SURVIVAL: THE UNFINISHED AGENDA
TO REDUCE GLOBAL CHILD MORTALITY

THURSDAY, MARCH 13, 2008,

HOUSE OF REPRESENTATIVES,
SUBCOMMITTEE ON AFRICA AND GLOBAL HEALTH,
COMMITTEE ON FOREIGN AFFAIRS,
Washington, DC.

The subcommittee met, pursuant to notice, at 10:37 a.m. in room
2200, Rayburn House Office Building, Hon. Donald M. Payne
(chairman of the subcommittee) presiding.

Mr. PAYNE. We will call this hearing to order.

Thank you for joining us for this very important hearing of the
Subcommittee on Africa and Global Health on Child Survival: The
Unfinished Agenda to Reduce Global Child Mortality.

We have with us a panel of experts which include the distin-
guished former Senate Majority Leader, Bill Frist. I will begin with
an opening statement, and we will introduce each of the witnesses
before each of the panels.

Every day 27,000 children under the age of 5 die, mostly from
preventable disease and conditions. Factors such as malnutrition,
unsafe drinking water, and inadequate access to vaccines con-
tribute greatly to global child mortality. We know how to prevent
most of these deaths, but we have not spent the resources nec-
essary to do so. It comes as no surprise that most of these are chil-
dren born into the developing world, those who are dying, nor that
half of these children are in Africa.

In 2000, the United Nations adopted the 8 Millennium Develop-
ment Goals, MDGs, and called on member states throughout the
world to provide the necessary resources to reach key targets by
2015. The fourth goal is to reduce child mortality by two-thirds.
Given the fact that malnutrition caused by chronic hunger causes
the death of more than 5 million children each year, we cannot
reach that goal without making strides in the first Millennium De-
velopment Goal—halving extreme poverty and hunger. This under-
scores the need for an integrated approach on these Millennium
challenge goals.

The United National Children’s Fund, UNICEF, recently re-
leased “The State of the World’s Children 2008: Child Survival,”
which reports that annual deaths among children under 5 fell to
9.7 million a year, the first time that this number fell under 10
million since we have been tracking the numbers from 1960.

The fact that 9.7 million children are dying each year of prevent-
able diseases sends a clear message to all of us—we absolutely
must do more, it is just that simple. There is no excuse for children
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to be dying from preventable diseases. Those figures represent
human beings, little children who deserve a shot at life just like
children born here in the United States of America. All little chil-
dren are the same.

This is not to say that the work of countless individuals, groups,
and governments are not making a difference. On the contrary,
their efforts are critical and have made serious inroads in reducing
child mortality. Yet, there are some countries, such as Sierra
Leone, which has the highest child and maternal mortality rates in
the world. One in every four children will not live to see their first
birthday. That is unbelievable.

This means that we must increase our investments in life-saving
programs. If there is any good news to report on child survival, it
is that according to the World Health Organization, two-thirds of
child deaths are preventable, as I mentioned before. Moreover, they
can be prevented with a very small investment and that is even
better news.

Today, we are joined by Congresswoman Betty McCollum of Min-
nesota and Congressman Chris Shays of Connecticut because of
their leadership on child survival. In May 2007, they introduced
H.R. 2266, the United States Commitment to Global Child Survival
Act of 2007, of which I am a proud cosponsor, which directs the
President to develop a comprehensive strategy to reduce child mor-
tality and establish the Interagency Task Force on Child Survival
and Maternal Health in Developing Countries.

The bill also authorizes up to $600 million, ending at $1.6 billion
by 2012, to save lives of children around the world.

The significant commitment of the United States in reducing
child mortality in the developing world contributes to a 50 percent
reduction in the mortality of children under the age of 5 between
1960 and 1990. However, over the past several years funding for
child survival and maternal health programs have fluctuated but
have remained between $350 million and $450 million. In the Fis-
cal Year 2009 budget, the administration has requested $369.5 mil-
lion for child survival and maternal health programs, some $77
million less than the 2008 levels, which is not going in the right
direction.

Two weeks ago this committee voted for a bill which would pro-
vide $50 billion in reauthorization for the President’s Emergency
Plan on AIDS Relief, PEPFAR, and this, once passed in both cham-
bers, will be a great victory for the President and for this Congress.
PEPFAR will be remembered for years to come as a cornerstone of
President Bush’s Africa legacy. I mentioned that to him in person
last week, and we are hoping that we will be able to have the $50
billion reauthorized. It has created a tremendous amount of good
will and, of course, has saved countless lives in Africa. I fully sup-
port PEPFAR and will continue to push for its approval.

At the same time, we must take into account that, according to
the U.S. Coalition for Child Survival, more than 90 percent of child
deaths are caused by preventable, treatable diseases and conditions
other than HIV/AIDS and malaria. So as we ramp up PEPFAR, we
must also increase funding for programs to address the basic
health needs of children and pregnant mothers, such as immuniza-
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tions, nutrition assistance, and treatments for diarrhea and other
infections.

We can save children’s lives. We can prevent nearly 10 million
child deaths that will occur unnecessarily this year as called for in
the McCollum-Shays bill. But we must begin by providing $600
million for child survival in Fiscal Year 2009 and increase our com-
mitment each year. I urge members of this committee t cosponsor
H.R. 2266 and I look forward to hearing from our witnesses.

With that, I will turn to our ranking member who has been very
supportive in all of our issues, Mr. Smith from New Jersey.

[The prepared statement of Mr. Payne follows:]

PREPARED STATEMENT OF THE HONORABLE DONALD M. PAYNE, A REPRESENTATIVE
IN CONGRESS FROM THE STATE OF NEW JERSEY, AND CHAIRMAN, SUBCOMMITTEE
ON AFRICA AND GLOBAL HEALTH

Thank you for joining us for this hearing of the Subcommittee on Africa and Glob-
al Health on Child Survival: The Unfinished Agenda to Reduce Global Child Mor-
tality. We have with us a panel of expert witnesses which includes the distinguished
former Senate Majority Leader, Bill Frist. I will begin with an opening statement
and will introduce the witnesses before each panel.

Every day 27,000 children under the age of 5 die, mostly from preventable dis-
eases and conditions. Factors such as malnutrition, unsafe drinking water, and in-
adequate access to vaccines contribute greatly to global child mortality. We know
how to prevent most of these deaths, but we have not spent the resources necessary
to do so. It comes as no surprise that most of these are children born into the devel-
oping world, nor that half of them occur in Africa.

In 2000, the United Nations adopted the 8 Millennium Development Goals
(MDG’s) and called on member states to provide the necessary resources to reach
key targets by 2015. The 4th goal is to reduce child mortality by two-thirds. Given
the fact that malnutrition caused by chronic hunger causes the deaths of more than
5 million children each year, we cannot reach this goal without making strides in
the first Millennium Development Goal—halving extreme poverty and hunger. This
underscores the need for an integrated approach.

The United Nations Children’s Fund (UNICEF) recently released The State of the
World’s Children 2008: Child Survival, which reports that annual deaths among
children under 5 fell to 9.7 million a year, the first time below 10 million since we
started tracking this in 1960.

The fact that 9.7 million children are dying each year of preventable diseases
sends a clear message to us all—we absolutely must do much more. Those figures
represent human beings; little children who deserve a shot at life just as much as
children born here in the United States.

This is not to say that the work of countless individuals, groups, and governments
are not making a difference. On the contrary, their efforts are critical and have
made serious inroads in reducing child mortality. Yet, there are some countries
where child survival is not improving, such as Sierra Leone, which has the highest
child and maternal mortality rates in the world. One in 4 children will not live to
see their first birthday.

This means that we must increase our investments in life-saving programs. If
there is any good news to report on child survival, it is that according to the World
Health Organization (WHO), two-thirds of child deaths are preventable. Moreover,
they can be prevented at with small investments.

We are joined today by Congresswoman Betty McCollum of Minnesota and Con-
gressman Chris Shays of Connecticut because of their leadership on child survival.
In May of 2007 they introduced HR 2266, the United States Commitment to Global
Child Survival Act of 2007, of which I am a proud cosponsor, which directs the
President to develop a comprehensive strategy to reduce child mortality and estab-
lishes the Interagency Task Force on Child Survival and Maternal Health in Devel-
oping Countries. The bill also authorizes ramped up annual funding-starting at
$600 million and ending at $1.6 billion in 2012, to save the lives of children around
the world.

The significant commitment of the United States to reducing child mortality in
the developing world contributed to a 50 percent reduction in the mortality of chil-
dren under the age of 5 between 1960 and 1990. However, over the past several
years funding for child survival and maternal health programs have fluctuated, but
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have remained between $350 million and $450 million. In the FY2009 budget, the
Administration has requested $369.5 million for child survival and maternal health
programs, some $77 million less than FY2008 levels.

Two weeks ago this committee voted for a bill which will provide $50 billion in
the reauthorization of the President’s Emergency Plan for AIDS Relief (PEPFAR)
and this, once passed in both chambers, will be a great victory for the President
and for the Congress. PEPFAR will be remembered for years to come as the corner-
stone of President Bush’s Africa legacy. It has created such tremendous good will
and has saved countless lives in Africa. I fully support PEPFAR and will continue
to push for its approval.

At the same time, we must take into account that, according to the US Coalition
for Child Survival, more than 90 percent of child deaths are caused by preventable,
treatable diseases and conditions other than HIV/AIDS and malaria. So as we ramp
up PEPFAR, we must also increase funding for programs to address the basic
health needs of children and pregnant mothers—such as immunizations, nutrition
assistance, and treatments for diarrhea and other infections.

We can save children’s lives. We can prevent the nearly 10 million child deaths
that will occur unnecessarily this year. We must begin by providing significantly in-
creased funding for child survival in FY’09 and then increase our commitment each
year, as called for in the McCollum-Shays bill. I urge members of this committee
to cosponsor HR 2266 and look forward to hearing from our witnesses.

Mr. SMITH OF NEW JERSEY. Thank you very much, Mr. Chair-
man, and I thank you for calling this important hearing on child
survival and the related issue of maternal health.

Mr. Chairman, as we know, reducing child and maternal mor-
tality and providing quality health care and nutrition to ensure the
well-being of both mother and baby has been one of my top legisla-
tive priorities throughout my tenure here in Congress. As early as
1985, 1 sponsored the child survival legislation that led to pro-
viding $50 million for what we then called The Child Survival
Fund.

Members might recall that David Stockman, who was then the
OMB director under Ronald Reagan, had zeroed out a new program
that had begun just 1 year before sponsored by Gus Yatron and
Tony Hall at $25 million. When that happened we were able to not
just say no way, but we doubled it and I offered the amendment
to make it $50 million. It put a very heavy emphasis on oral re-
hydration therapy, breast feeding, growth monitoring, and of
course, on immunizations.

In 1989, I introduced legislation and proposed amendments that
led to additional increased appropriations of $245 million, specifi-
cally for child survival activities and health, plus 10 percent for
ls:lubiS}?haran Africa with a special emphasis on maternal and child

ealth.

In the 1990s, Chairman Sonny Callahan did yeoman’s work and
boosted the Child Survival Fund even further, and he deserves an
enormous amount of credit for his leadership as well.

Saving the lives of children is an issue that unites and can even
stop wars, as we saw during the conflict in El Salvador. I will
never forget what Jim Grant said in meeting in New York with
President Duarte, “Why don’t you hold a vaccination day?” Presi-
dent Duarte of El Salvador said, “Okay,” and he did so, and the
FLMN, despite the blood-letting that was occurring during those
years, had a day of tranquility. Hundreds of thousands of kids,
some put it as high as 200,000, were vaccinated against the five
leading killers of children.

I went down with Jim Grant for that vaccination day. Experi-
encing it firsthand, I went to several vaccination sites. I saw the
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church where many of the venues were, the boy scouts, and a
whole mobilization of volunteers. The only shots heard that day
were those immunization shots going into the hands of little chil-
dren. It was a remarkable day and was followed by several other
days, and then it was Central America-wide, and so many kids
were saved from preventable diseases.

There is a universal recognition that children are a nation’s most
precious citizens, most vulnerable, most at risk citizens, and they
demand every protection and safeguard society can provide.

In the latest State of the World’s Children, UNICEF cites several
important reasons why investing in the health of children is impor-
tant. Besides the primary and most obvious reason of wanting to
spare every child and his or her family unnecessary pain and suf-
fering, there are societal considerations as well. A child who lacks
basic health care and adequate nutrients is less likely to survive,
will have more disease and illness, and be unable to develop think-
ing, language, emotional and social skills. Such a child is less likely
to succeed in school and become a creative and productive member
of his or her community.

Too many children lack not only what is necessary for them to
t}llrive in life, but even what is necessary to survive in the first
place.

Although UNICEF reports significant decreases in the number of
neonatal and under-5 mortality rates between 1980 and 2000, the
extremely high numbers of avoidable deaths still occurring give no
reason to celebrate this outcome. The latest evidence indicates that
some 4 million babies die each year during the neonatal period and
that half of these infants die within their first 24 hours after birth.
A baby is about 500 times more likely to die in the first day after
birth than during the first month.

If we are to address these newborn and maternal death issues
and go even further to ensure the healthy development of the baby
throughout adolescence and the long-term health of the mother, the
baby and the mother must be provided adequate nutrition and
health care from the earliest stages of life prior to birth. Birth is
not the start of life. It is an event that happens in the baby’s exist-
ence as part of a continuum from the moment of conception.

We need to recognize this biological fact in terms of policy, fund-
ing, and programming, and treat both mother and unborn baby as
two patients whose survival and well-being are mutually inter-
dependent. This would significantly increase the baby’s chances of
survival following birth, and also reduce the risk of maternal mor-
tality and morbidity.

Child survival revolution, in my opinion, must recognize, em-
brace, protect, and tangibly assist unborn children from all threats,
including disease, trauma and abortion. Abortion is the antithesis
of child survival, and is violence against unborn children. More
children die from abortion, whether it be legal or illegal, than from
any other cause. Dismembering an unborn child with sharp knives,
pulverizing a child with powerful suction machines or devices, or
chemically poisoning a baby with any number of toxic chemicals is
child abuse no matter how many euphemisms are employed to
sanitize this child violence. Any consistent definition of child sur-
vival must include the vulnerable child in the womb.
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I am pleased to note that UNICEF recognizes that unborn chil-
dren require care and nurturing, stating that “Significant improve-
ment in the early neonatal period will depend on essential inter-
ventions from mother and babies before, during, and immediately
after birth.”

According to the latest estimates for 2000 to 2006, one-quarter
of pregnant women in the developing world do not receive even a
single visit from a skilled health personnel, doctor, nurse, or mid-
wife, and only 59 percent of births take place with the assistance
of a skilled attendant, and just over half take place in a health fa-
cility.

Yet, care for the unborn child cannot be restricted to medical
consultations as important as they are. For example, in its child
survival series, The Lancet identified fetal malnutrition and low
maternal body mass index as likely factors in neonatal mortality
rates and fetal growth retardation. Just as under nutrition is the
underlying cause of a substantial percentage of all child deaths, so
the mother’s nutritional status has a direct bearing on the unborn
child’s development and ability to survive and develop normally fol-
lowing birth.

The Lancet stated that all countries need sound epidemiological
information to prioritize, plan, and implement public health inter-
ventions. It added that neonatal deaths have only recently been
identified as a global priority and concluded there was urgent need
for further research in this area.

I would strongly suggest that such epidemiological information
and research must be extended to the development needs of the un-
born child addressed in conjunction with the needs of the mother
in order to determine how prenatal care can be expanded and im-
proved upon to care for both mother and baby prior to birth.

The United Nations Convention on the Rights of the Child in its
preamble recognizes, and I quote:

“The child by reason of his physical and mental immaturity
needs special safeguards and care, including appropriate legal
protection before as well as after birth.”

The global survival bills that have been introduced in the House
and Senate must provide significantly greater protection and have
greater impact if they are to expressly include this right to health
care. The draft legislation already references The Lancet and its
finding that “maternal health is an important determinant of neo-
natal survival with maternal death increasing death rates for
newborns to as high as 100 percent in poor countries.” The pur-
poses of the legislation should be expanded to include assistance
not only to reduce mortality and improve the health of newborn
children and mothers, but that of unborn children as well.

The Child Survival Revolution is not just for some children, it
must be for all children, including those unborn. With this im-
provement, I think this legislation will speed itself through the
Congress, and be signed into law.

I yield back.

Mr. PAYNE. Thank you very much.

Ms. Watson?
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Ms. WATSON. Thank you so much, Mr. Chairman, for holding to-
day’s hearing in particular. It is very important because every day
we have heard about 27,000 children between birth and age 5 die,
mostly because of preventable diseases and conditions such as diar-
rhea and pneumonia. Factors such as malnutrition, unsafe drink-
ing water, and inadequate access to vaccines contribute greatly to
global child mortality.

Mr. Chairman, we know how to prevent most of these deaths, so
we need to spend the necessary resources to do just that. We need
to coordinate aggressive, accountable systems to address this global
tragedy. The Global Child Survival Act of 2007 is about legislation
which strengthens the United States Government’s role in saving
the life of children and mothers in poor countries. This act will con-
tinue the U.S. leadership in developing an integrated strategy for
supporting the improvement and coordinating activities directed to-
ward achieving child and maternal health goals.

The U.S. Government naturally needs to be cautious with its de-
velopment policy because it is entrusted with the wise stewardship
of taxpayers’ dollars. However, if we were able to find new creative
strategies to save children in poor countries, we need to sometimes
be tolerant. What policies and systems can we put in place to en-
courage our foreign policy professionals, particularly our develop-
ment professionals, to innovate?

Mr. Chairman, this hearing is essentially important because we
are going to hear from the people on the ground responsible. So we
need to be able to measure the results of our development aid so
that we can ensure that all of the goals are met and lives are
saved. So thank you so much.

Mr. PAYNE. Thank you very much.

One of the cosponsors of the legislation, Mr. Shays from Con-
necticut.

Mr. SHAYS. Mr. Chairman, could you defer to the sponsor, chief
sponsor, and also I think a member of the committee.

Mr. PAYNE. Well, we are doing Democrat/Republican, so we will
not do boy/girl too. [Laughter.]

But we will hear from the sponsor, Ms. McCollum from Min-
nesota.

Ms. McCorLuM. Well, I thank the gentleman from Connecticut
for his allowing me to speak on this, but I think we speak with one
voice on this issue, and so it is an honor to have Mr. Shays as a
coauthor.

Chairman Payne, I want to thank you once again for inviting me
to join this Subcommittee on Africa for this important hearing, and
for all the great work you do. It is wonderful to be here with all
of you.

Today’s hearing is about children. It is about newborns, infants,
toddlers; it is about hope, opportunity. As a caring nation, we have
the responsibility to help moms and dads in the world’s poorest
countries keep their children alive. The United States has been a
global leader in child survival for decades, and I commend USAID
for its remarkable record. Investments in basic, low-cost interven-
tions like antibiotics, oral rehydration solution, immunizations,
micro nutrients, basic nutrition, health education, and maternal
health have resulted in millions of children being alive today.
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Many of us here today are parents, and we know every one of
our children is precious. The parents in Liberia, Afghanistan, Haiti
or Yemen, their child’s life is just as precious to them, and they are
in need of our help because many of their children are dying.

I am very proud to be the sponsor of H.R. 2266, The United
States Commitment to Global Child Survival Act. Chairman Payne,
thank you for being an original cosponsor. I thank the other co-
sponsors here today, Shays and Watson, and other subcommittee
members, Jackson-Lee, Woolsey and Miller. And I would respect-
fully ask the other members of the subcommittee to seriously look
for cosponsoring this legislation.

The goal of H.R. 2266 is not complicated. It increases the U.S.
investment in child survival and directs the President to develop
a comprehensive strategy to reduce mortality and improve the
health of newborn children and mothers in developing countries.

H.R. 2266, if it becomes law, will save hundreds of thousands of
newborns, infants, and toddlers. It will save their lives because
they will not die from preventable diseases, diseases that are easily
treatable.

Congress’s commitment to invest in PEPFAR and the President’s
malaria and TB initiative is making a significant global health im-
pact on Kkiller diseases, but we must have balance. We must have
a balanced approach to global health. Balance, in my opinion, is not
minimizing or neglecting our investments in the lives of children
and their mothers in poor countries because they are not dying of
HIV/AIDS, and they are not HIV positive.

Last year around the world 2.5 million children died of AIDS. Di-
arrhea alone killed almost 2 million children last year. The cost is
about 6 cents to treat and cure a child with diarrhea. In total, 10
million children under the age of 5 died last year, as many as two-
thirds of those deaths were totally preventable. Eighty percent of
America’s global health investment is for HIV/AIDS. This invest-
ment is important, but it does not reflect the global disease burden
or the mortality rates in poor countries.

For example, let me draw a stark comparison. Nigeria is a
PEPFAR country in which 220,000 people died of AIDS in 2005.
Yet in 2006, according to UNICEF, 1.12 million deaths of Nigerian
children under the age of 5 were reported. Still, in 2009, the United
States is proposing to spend 12 times more on HIV/AIDS than on
all the other health interventions combined.

In Uganda, another PEPFAR country, 91,000 AIDS deaths were
reported in 2005. The next year 188,000 Ugandan children died
from diarrhea, pneumonia, malaria, and lack of immunizations and
malnutrition.

In Afghanistan, there were 327,000 child deaths in 2006, that is
one death for every four persons.

If this Congress invests in child survival, parents will watch
their children grow, and they will know that the U.S. is a caring
partner in their child’s development. If we do not, if we allow the
child survival budget to be cut in half, as it has been proposed in
2009, then we can be assured more children will die needlessly.

Chairman Payne, thank you for your commitment to all children
around the world, and especially to the children on the African con-
tinent. I look forward to working closely with you and the Foreign



9

Affairs Committee on the markup of H.R. 2266. The Senate For-
eign Relations Committee has marked up the companion legislation
so we have a real opportunity to move this legislation forward and
put it on President Bush’s desk. In the year 2008, it is shameful
that millions of children are dying needlessly. Let us all work to-
gether here in Congress and with moms and dads around the world
to make sure that those lives are saved.

Thank you again, Mr. Chairman.

Mr. PAYNE. Thank you very much, and now Mr. Shays from Con-
necticut.

Mr. SHAYS. Thank you, Chairman Payne, and Ranking Member
Smith, and Ambassador, as well as the chief sponsor of this legisla-
tion. I want to thank you for allowing me to participate in this
hearing.

This legislation is one of the main reasons why I wanted to serve
in Congress. It is so sensible. It is so logical, and it will mean so
much to so many. As a former Peace Corps volunteer, I can speak
to the benefit of a program that cares about children, that spends
a minimal amount of dollars to save literally hundreds and hun-
dreds of thousands of lives, if not millions, and I am just grateful
that you are moving forward with this legislation.

You all have talked about the statistics. I will just align myself
with the comments made. I hope that this legislation will not be
viewed as an issue dealing with abortion or not. There is nothing
in this legislation that would be promoting abortion, and so I hope
that that is not the issue. What I hope is the issue is that we can
spend 6 cents to save a life dying of diarrhea or pneumonia or ma-
laria or measles, and that we would have the good sense to do that.

I want to particularly thank the One Campaign for what it is
doing. I was in New Hampshire during the elections, and there was
one somewhere in that audience and there certainly was in the
John McCain events that I went to, and you helped educate a lot
of people about this legislation. So I want to thank that grass root
effort. I want to thank the U.S. Coalition for Child Survival, and
I want to particularly thank Save the Children that is in our dis-
trict, the 4th District, the district I am grateful to represent. It is
an amazing organization. CARE, Mercy Corps, Catholic Relief
Service, IRI, and so many others, there are literally hundreds of
nongovernment organizations that, frankly, are accomplishing a lot
more than we in Congress are accomplishing, and I just thank
them for this effort.

So for me, this is a real special privilege to be able to listen to
our witnesses, and thank the Majority Leader for his effort to bring
attention to this issue, and all our panelists. Thank you again.

Mr. PAYNE. Thank you very much. Let me thank all of you for
your opening statements. It shows that there is a tremendous
amount of interest in this subject.

Our first panel we will have as our witness Dr. Kent Hill. Dr.
Kent Hill was sworn in on November 2 of 2005 as Assistant Ad-
ministrator for the Bureau for Global Health, U.S. Agency for
International Development.

Mr. Hill had served as acting Assistant Administrator from Jan-
uary 21, 2005 until his confirmation by the Senate on October 7.
USAID is the government agency that administers economic and
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humanitarian assistance around the world. From November 2001
to October 2005, Mr. Hill served as Assistant Administrator for the
Bureau for Europe and Eurasia at USAID.

As Assistant Administrator for the Bureau for Global Health, Mr.
Hill is responsible for a bureau that in Fiscal Year 2006 managed
or co-managed health programs all over the world with funding of
more than $1.8 billion, estimated to be over $2 billion in Fiscal
Year 2007. The bureau seeks to provide global leadership in the ef-
fort to improve the quality, availability, and use of essential health
services. USAID focuses its efforts on HIV/AIDS, avian influenza,
other infectious diseases such as tuberculosis and malaria, mater-
nal and child health, family planning, environmental health, and
nutrition.

Thank you for your service and your commitment, and we look
forward to hearing your testimony.

STATEMENT OF THE HONORABLE KENT R. HILL, ASSISTANT
ADMINISTRATOR, BUREAU FOR GLOBAL HEALTH, U.S. AGEN-
CY FOR INTERNATIONAL DEVELOPMENT

Mr. HiLL. Thank you, Chairman Payne, Congressman Smith,
other distinguished members of the committee. I want to thank you
very much for convening this important hearing, and let me just
as a personal side note say that serving the administration now
going on 7 years and having testified on many topics, but none,
none is more important than what we are addressing this morning.

We want to commend and thank, from USAID, all of the Mem-
bers of the Congress who have been so gracious and supportive of
our work, including our work in child survival and maternal health
programs. And we came here to witness to you, but I believe I
could say on behalf of the audience here, we are already inspired
by the compassionate pleas for involvement in this area by the
committee itself. So thank you very much for that.

The support you have given us has enabled USAID to play a
leadership role in an international child survival effort that has
yielded some of the greatest improvements in global health ever
seen, and this would not have been possible apart from your help.

Now let me put this in perspective. Because the revolution really
began in the early 1980s, when USAID and UNICEF launched the
Child Survival Revolution with the support of Congress, and at
that point an estimated 15 million children in the developing world
were dying every single year, and had there been no action in the
early 1980s the number of deaths today, we estimate, would be
about 17 million a year. And of course, with the larger population,
that is part of the answer.

Instead, as you yourself have reported, a result of the global sur-
vival efforts by the United States and by others throughout the
world by 2006 is that the estimated number of child deaths in the
world was not 17 million, but had fallen below 10 million to 9.7
million. Something about the way this revolution has unfolded has
worked and worked very well.

But I do not want to dwell there very long. What is particularly
tragic about the remaining deaths is that most are preventable.
Two-thirds are preventable. Every year 3.7 million newborns fail to
survive even the first month of life. Each year .5 million mothers
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lose their lives in the process of giving birth, and millions more suf-
fer complications that produce life-long disabilities.

Because the survival and health of young children, especially
newborns, starts with the health of their mothers and the care
those mothers receive during pregnancy and childbirth, USAID in-
tegrates our programming to the fullest extent possible—an ap-
proach that increases the affordability and sustainability of our
global efforts to tackle these important public health challenges.

Most of our missions, for example, already support integrated
maternal and child health, and family planning, and malaria pro-
grams all together, and this helps to build broad-based health sys-
tems. Yet, there is an urgent unmet need to improve the survival
and well-being of mothers, newborns, and children. USAID’s con-
tinuing role in this effort focuses on three key elements to address
this unmet need.

First, we support research to develop high-impact, low-cost inter-
ventions, such as ways to manage low-weight birth babies and to
prevent and treat life-threatening infections of newborns.

Second, we support programs that deliver life-saving, high-im-
pact, cost-effective interventions, such as immunizations, vitamin
A, treatment of child illness, and essential newborn care.

Third, we help countries build the essential elements of health
systems and human capacity they will need to sustain progress.

But I do not want to just talk in generalities. I want to be very
specific about what we do and why it makes a difference. Let us
start with Bolivia. As the government implemented a national
health insurance system that covered maternity services, USAID
trained health care providers in obstetric care and promoted cul-
turally-appropriate birth practices and quality 24-hour-a-day care
of women, and the results are as follows: From 1990 to 2004, ma-
ternal mortality dropped by 45 percent in Bolivia.

Or take the example of Ethiopia. Here we are supporting the
government in extending access to basic maternal and child health
care through training and deployment of thousands of new commu-
nity health workers. The result: Ethiopia has seen under-5 deaths
decline by almost 30 percent since 1998.

Or take the example of Nepal. We have been developing and scal-
ing up a program that links female community health volunteers
with a health system to bring vitamin A, immunizations, and the
treatment of child illness to villages that in the past had no health
care at all. The result: This program now reaches more than half
the population of Nepal, and Nepal has recorded a decline in
under-5 mortality of 41 percent since 1998.

Let us take a look at Afghanistan. After the Taliban fell in 2001,
Afghanistan registered some of the most horrific health statistics
in the world. They are: One in every four children in Afghanistan
died before their first birthday, and one in six of every mother giv-
ing birth died in that childbirth.

USAID and its partners started immediately with measles immu-
nizations and then set in place a program that provided a basic
package of health services to mothers and children in rural Afghan-
istan. I visited those places. I have seen places where we were
there to open a health care clinic, and Afghan militia were killed
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trying to protect the health clinic we had just opened because they
did not want to see the success of the program.

The program also paid attention to rebuilding key elements of
the health system, including management, drug supply, and train-
ing. Here is the result of this: Since then, under harsh and inse-
cure conditions, skilled attendants at birth in Afghanistan has tri-
pled, and under-5 mortality has been reduced by 26 percent, saving
the lives of 80,000 children per year. We are waiting for the results
now of what it means that we tripled the attendance at birth of
skilled attendants, but we believe it is going to show a similar de-
cline in maternal mortality.

The written testimony, by the way, has other examples and those
of you who really care about this, I think you will find them there,
including ones in Indonesia.

These countries demonstrate that it is possible to make real
progress despite continuing poverty, instability, and even conflict.
As shown in the display chart, this progress also is occurring more
broadly in USAID-assisted countries in the world, and I want to
mention these charts. I am sorry you cannot see them, but you
have the charts in the materials that you were given. But the audi-
ence does not have them.

This one here which shows the percent declines in under-5 mor-
tality from 1998 to 2006, even if you cannot read the fine print, you
can see which way the bars are going.

Mr. SHAYS. Could you hold up a chart there to show us which
one is——

Mr. HiLL. Sure.

Mr. SHAYS. This one here?

Mr. HiLL. It is the one with the bars. That is exactly right. And
it lists them where the decline has been as much as 50 percent in
Cambodia, going down through Malawi and Indonesia, and it var-
ies between 50 percent and 20 percent, averaging about 33 percent
between these years 1998 and 2006. That is a decline in under-5
mortality using, as I think Madam McCollum noted, the interven-
tions that work that we know how to do. We do not have to invent.

The 15 countries that are on that chart show that 33 percent de-
cline. Now, I want to insert something here before I talk about this
chart. I want to put this in perspective for us.

We talk about things coming down. But we do not often make
the comparison we ought to make between what it is like to be
lucky enough to live in the industrialized world and what is not so
lucky to be living someplace else in the developing world. Let us
start with the maternal mortality ratio.

If you are lucky enough to be in the developed regions of the
world, out of every 100,000 live births, nine mothers will die. And
in the United States, it would be 11 mothers would die out of
100,000 births. The average ratio in the developing world is 533—
a huge increase in the risk of dying if you do not happen to be in
the developed world.

Or take the WHO, UNICEF, World Bank, UNFPA numbers that
have to do with the under-5 mortality rate. What is it like if you
live in the United States? It would be eight out of every 1,000
would die before their 5th birthday, where in most industrialized
countries on average would be 6. What is it in the rest of the
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world? Well over 10 times that many. Seventy-nine out of every
1,000 die in the developing countries. That is what these charts are
talking about.

If you look at this chart, you can see that the lines are going
down, and it shows you the maternal mortality in those 10 coun-
tries is going down steadily over a period of years. We find it more
difficult to bring the lines down here. We need to do more. We need
to do more copious work to get that done.

But in those 10 countries, even there, 10 of those USAID-assisted
countries had a decline of 32 percent. This progress is the result
of USAID working hand in hand with many partners, combined
with commitment and leadership by countries themselves. Much,
much, more remains to be done.

We at USAID believe that there is now an important opportunity
to reach more newborn children and mothers to accelerate the
progress. New resources are appearing from partners like the
Gates Foundation, the U.K. and Norway, and we are seeing in-
creased attention to reaching the Millennium Development Goals
for child survival and maternal health.

Countries like India are substantially increasing their own in-
vestments in maternal and child health. These new developments
and resources provide an important opportunity for the United
States to help reach more children through leveraging non-USAID
resources and co-investments by USAID. We have a recognized
leadership role in the global child survival and maternal health
arena. USAID is unique among international partners in child sur-
vival and maternal health. Let me tell you why.

We have the technical expertise to support ground-breaking re-
search and to guide development of solid evidence-based program-
ming. We have the missions on the ground that can adapt this evi-
dence to each country’s situation, and coordinate our support with
other donors and with other government strategies. And we have
the strength of our partnership with NGOs, with faith-based and
other civil society organizations, and with the private sector of both
the international and the country levels. And now with the support
of Congress, we have additional resources to apply these strengths.
I am pleased to share with you how we intend to maximize the use
of any funds that can be appropriated after they are authorized.

We plan to focus the major share of these resources in approxi-
mately 30 USAID-assisted countries that represent 50 percent of
the maternal and child deaths worldwide. We will work with these
priority countries to achieve and sustain the greatest possible re-
duction of maternal and child mortality and malnutrition through
programs.

What do they do? They identify and scale up high impact inter-
ventions that are relevant to each country. They will strengthen
the health systems and human capacity. They will link the water
and sanitation investments to improve children’s health. They will
complement USG donor and other host country resources, and in
difficult settings, post-conflict settings like Liberia or the Demo-
cratic Republic of Congo or Southern Sudan, we will expand basic
services as quickly as possible while rebuilding the foundations of
the health systems.
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Now, what is this actually going to mean? One of you made the
comment, “We have to be accountable.” What is the goal and are
we going to be able to reach it? By 2013, we believe we can aim
to achieve at least an average 25 percent reduction of maternal and
under-5 mortality in those 30 priority countries, as well as an aver-
age 15 percent reduction of child malnutrition in at least 10 of
those countries. And at the same time, we recognize the critical
human resource constraints toward progress in many countries.

Therefore, as part of the plan, we are making a commitment to
increase, by at least 100,000, the number of trained, equipped, and
supervised community health workers and volunteers. In this work,
we will continue the successful collaboration we have with other
U.S. agencies in our work in family planning, water and sanitation,
immunizations, polio eradication with the CDC, new vaccine devel-
opment with NIH, PEPFAR, and the President’s Malaria Initiative.

As T conclude, I just want to emphasize how much we appreciate
this opportunity to share with this committee the work of USAID
in this vitally important area of maternal and child health. USAID
shares your commitment to make a difference. I want to end with
some words that I learned long ago when I was in college, and re-
member reading the works of Albert Camus, although Albert
Camus is often a depressing writer and I acknowledge that. I think
I was quite depressed in college myself. But one of the phrases that
he used that I have never forgotten and I have used in speeches
ever since, and it is a paraphrase of Albert Camus here: He said,
“Perhaps we can do nothing about living in a world where children
suffer, but we can lessen the number that do.”

Thank you very much.

[The prepared statement of Mr. Hill follows:]

PREPARED STATEMENT OF THE HONORABLE KENT R. HILL, ASSISTANT ADMINIS-
TRATOR, BUREAU FOR GLOBAL HEALTH, U.S. AGENCY FOR INTERNATIONAL DEVEL-
OPMENT

Chairman Payne, Congressman Smith, and other distinguished members of the
Committee, I would like to thank you for convening this important hearing. I espe-
cially thank you and the Congress for the sustained support provided through the
years for our Child Survival and Maternal Health programs. That support has en-
abled USAID to play a leadership role in an international effort that has made sig-
nificant improvements in maternal and child health. And, we greatly appreciate
your recognition of USAID’s contribution to this effort.

I first want to acknowledge the importance of the theme that you have set for
this hearing, the “unmet need” for progress in child survival. I will tell you about
some of the important successes of USAID’s child survival and maternal health pro-
grams because these successes are what give us confidence that we can meet this
“unmet need.” I then will briefly discuss why this is a good time to hold this hearing
and the special opportunities that exist to accelerate progress in child survival. In
closing, I will describe our strategic approach to achieving the greatest impact on
maternal and child mortality with the resources we have. Our goal is for our pro-
grams to build sustainability.

Despite significant progress in reducing child deaths, almost 10 million pre-school
children die each year, almost all of them in poor countries. What is particularly
tragic is that most of these deaths are preventable. Almost four million deaths are
newborn infants who do not survive beyond the first week or month of life. By the
time many children reach school age, the effects of illness and malnutrition have
reduced permanently their potential to learn, grow, and be productive citizens of
their countries.

We appreciate your recognition of the urgent need to improve the survival and
well-being of mothers. USAID’s approach to child survival and maternal health is
integrated because we know that the survival and health of young children, espe-
cially newborns, starts with the health of their mothers and the care those mothers



15

receive during pregnancy and childbirth. Each year, half a million mothers still
make the ultimate sacrifice, losing their lives in the process of giving birth. Millions
more suffer complications that produce lifelong disability.

For a quarter of a decade, with the support of Congress, USAID has been working
to improve the survival of mothers and children. When the U.S. Child Survival pro-
gram began in the early 1980s, almost 15 million children died each year in the de-
veloping world. If the global community had done nothing, with the increasing num-
ber of children born each year, that number now would have reached 17 million.
USAID and UNICEF, however, chose to launch the “Child Survival Revolution” that
has become a global collaboration with other donors, multilateral organizations, U.S.
private voluntary organizations and NGOs, researchers, the private sector, and, es-
pecially, country governments. As a result of all these efforts UNICEF announced
in 2007 that the estimated number of child deaths in the world had fallen below
10 million annually. That number is still far too high, but the drop does mean that
our efforts have made a real difference.

USAID works to address the “unmet need” in child survival and maternal health
through discovery, diffusion and scale-up, and long term sustainability of effective
health interventions.

e We support research to develop high impact, low cost interventions, for exam-
ple, ways to treat low birth weight babies, prevent and treat life-threatening
infections of newborns, and save mothers from bleeding to death after giving
birth.

e We support countries to expand their use of new and existing high impact,
cost-effective interventions, for example, vaccines, vitamin A, treatments for
sick children and mothers in pregnancy and childbirth, newborn care,
breastfeeding and improved nutrition for children and pregnant women, and
improved household water quality.

e We help countries build the essential elements of health systems and human
capacity they will need to sustain progress in maternal and child health.

I would like to provide some successful examples of USAID’s programs.

1. In Indonesia, USAID has a long history of supporting the Government of In-
donesia’s maternal health program, focusing primarily on strengthening the
capacity of skilled birth attendants to provide basic essential obstetric care,
including prevention of bleeding immediately after birth, the leading cause
of maternal mortality. According to a global survey, Indonesia had the high-
est use of active management of the third stage of labor to prevent bleeding.
From 1992 to 2000, maternal mortality dropped by 21 percent.

2. In Bolivia, as the government implemented a national health insurance sys-
tem that covered maternity services, USAID trained health care providers in
obstetric care and promoted culturally appropriate birth practices and 24-
hour-a-day quality care of women. From 1990 to 2004, maternal mortality
dropped by 44 percent.

3. In Bangladesh, home-based essential newborn care, coupled with successful
identification and treatment or referral of newborn infections by trained com-
munity health workers, reduced newborn mortality by 33 percent in a pilot
program supported by USAID. The Government of Bangladesh now has de-
veloped a newborn health strategy to scale up lessons learned from this pilot.
USAID has replicated this low-cost, high impact approach of reducing new-
born mortality in several other countries.

4. In Ethiopia, we are supporting the government in extending access to basic
maternal and child health care through training and deployment of thou-
sands of new community health workers. At the same time, we are helping
to strengthen Ethiopia’s health system through a new national drug logistic
system, an improved health information system, and a strengthened ability
to estimate costs and budget for basic health services. Ethiopia has seen
under-five deaths decline by almost 30 percent since 1998, supported by
these changes.

5. In Nepal, we have been developing and scaling up a program that links fe-
male community health volunteers with the health system to bring vitamin
A, immunization, and treatment of child illness to villages that in the past
had no health care. This program now reaches more than half the population
of Nepal. Nepal has recorded a decline in under-five child mortality of 41
percent since 1998.

6. After the fall of the Taliban in 2001, Afghanistan registered some of the
worst health statistics in the world: 1 in 4 children died before his/her first
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birthday and 1 in 6 women died in childbirth in her lifetime. USAID and its
partners started immediately with measles immunizations and then
launched a program that provided a basic package of health services to
mothers and children in rural Afghanistan. The program also paid attention
to rebuilding key elements of the health system, including management,
drug supply, and training. Since then, under harsh and insecure conditions,
skilled attendance at birth has tripled and under-five mortality has been re-

duced by 26 percent, saving the lives of 80,000 children per year.

These countries demonstrate that it is possible to make real progress despite con-
tinuing poverty, instability, and sometimes conflict. As shown in the displayed
chart, this progress also is occurring more broadly in USAID-assisted countries
throughout the world. The 15 countries show an average 33 percent reduction in

under-five child deaths.

15 USAID- Assisted Countries Achieving 20-50% Reductions in U5 MR in the Last Ten
Years:

Country Under-5 Year To Under-5 Year Percent
Mortality Mortality Reduction
(deaths/1,000 (deaths/1,000
births) births)
Bangladesh 106 1998 = 69 2006 35 %
Bolivia 85 1998 > 61 2006 28 %
Cambodia 163 1998 = 82 2006 50 %
Ethiopia 173 1998 = 123 2006 29 %
Guatemala 52 1998 = 41 2006 21 %
Haiti 130 1998 = 80 2006 39 %
India 105 1998 > 76 2006 28 %
Indonesia 56 1998 = 34 2006 39 %
Madagascar 157 1998 > 115 2006 27 %
Malawi 213 1998 > 120 2006 44 %
Mozambique 206 1998 = 138 2006 33 %
Nepal 100 1998 > 59 2006 41 %
Pakistan 136 1998 = 97 2006 29 %
Philippines 44 1998 > 32 2006 27 %
Sudan 115 1998 = 89 2006 23 %

Source: State of the World’s Children reports, 2000 & 2008

Similarly, this graph shows that within relatively short periods of time maternal

mortality has declined on average 32 percent in 10 USAID-assisted countries.
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10 USAID- Assisted Countries Achieving 20-50% Reductions in Maternal Mortality
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This progress is the result of USAID working hand-in-hand with many partners,
including the private sector and civil society, other international bilateral partners,
and the country governments. Nevertheless, much remains to be done. In countries
where infant and child mortality has declined, newborn mortality still remains high.
Globally, newborn mortality now accounts for almost 40 percent of under-five mor-
tality.

Some countries, particularly in Africa, have made slow or no progress toward the
child mortality and maternal health Millennium Development Goals (MDGs). Coun-
tries in Asia and the Americas show progress at the national level on meeting these
MDGs, yet this progress often masks growing health disparities within countries.

We at USAID believe it is possible to reach more newborns, children, and mothers
and accelerate progress toward the respective MDGs. In the past few years, new re-
sources and commitments have appeared, which we believe can lead to a “second
wave” of global efforts to increase child survival:

e New resources are available from private sector partners like the Bill and
Melinda Gates Foundation, bilateral donors such as the U.K. and Norway,
and multilateral partners, including UNICEF.

e The MDGs are stimulating increased international and country-level atten-
tion to the need for accelerated progress to reach the child and maternal sur-
vival goals.

This attention is producing new international cooperation such as the inter-
agency “Countdown 2015,” which will monitor and report on progress toward
these goals in 60 priority countries.

e The African Union recently approved a new “Framework for Accelerated
Progress in Child Survival.” Work on a similar regional collaboration for ma-
ternal and child health is beginning in Asia.

e In response to these MDGs and countries’ commitment to accelerate social de-
velopment, some countries are substantially increasing their own investments
in maternal and child health. India is an impressive example where a Prime
Ministerial “National Rural Health Mission” represents the commitment of
more than two billion dollars a year to improve health status among the un-
derserved poor.

These new developments and resources provide an important opportunity for
USAID to leverage non-USAID resources to provide more assistance. We have a rec-
ognized leadership role in the global child survival and maternal health effort.
USAID is unique among international partners in child survival and maternal
health:
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e We have the technical expertise to support ground-breaking research and to
guide development of solid, evidence-based programming;

e We have Missions on the ground that can adapt this evidence to each coun-
try’s situation and coordinate our support with other donors and with govern-
ment strategies, and

o We have the strong partnerships with NGOs, faith-based and other civil soci-
ety organizations, and the private sector at both international and country
levels.

We see USAID’s approach as supportive of the recently endorsed Paris Declara-
tion principles that promote:

e leadership in development activities by countries themselves;

e alignment of foreign assistance with countries’ own priorities, systems, and
approaches;

e harmonization among external partners to reduce the complex burden of as-
sessments, plans, monitoring approaches, and reporting; and

o results-oriented investments by both countries and their donor partners.

Now with the support of Congress, we have additional resources to apply these
strengths. USAID focuses its strategic approach in child survival and maternal
health to achieve the greatest possible health and development impact with our ma-
ternal and child health resources.

We plan to use the major share of those resources in approximately 30 USAID-
assisted countries that represent at least 50 percent of maternal and child deaths
worldwide. These countries are characterized by:

o the highest numbers and rates of child deaths;

e commitment of the host country government to work with partners and civil
society for accelerated reduction of maternal and under-five mortality;

e capacity of the USAID mission and the country to manage and program in-
creased resources, and

e opportunities to interact with other resources, including other USG invest-
ments such as PL 480 Title II, the President’s Malaria Initiative, the Presi-
dent’s Emergency Plan for AIDS Relief (PEPFAR), and our own emergency
programs as well as the investments of other donors, multilateral agencies,
the Global Fund, and others.

Given the political, cultural, and epidemiological context as well as the available
resources and infrastructure, a deliberate process to determine the best mix of key
interventions must occur for each priority country. Through our Missions and Re-
gional Bureaus, we will work with these priority countries to achieve and sustain
the greatest possible reduction of maternal and child mortality and malnutrition
with programs that:

o identify and scale up the high impact interventions most relevant to the coun-
try;

o strengthen health systems and the human capacity to support and sustain
improved child and maternal health outcomes;

¢ link water and sanitation investments to improved children’s health;
e complement other USG, donor, and host country resources, and
e in post-conflict settings such as Liberia, Democratic Republic of Congo, and

southern Sudan, extend basic services as quickly as possible while rebuilding
the foundations of health systems.

By 2013, we aim to achieve an average 25 percent reduction of maternal and
under-five mortality in these 30 priority countries as well as an average 15 percent
reduction of child malnutrition in at least ten of these countries.

At the same time, we recognize the critical human resource constraints on
progress in many countries. Therefore, as part of our plan, we are making a commit-
ment to increase by at least 100,000 the number of trained, equipped, and super-
vised community health workers and volunteers serving at the primary care and
community levels in these priority countries. This measurable health system change
will provide and extend critical health services in the countries and communities
which need them most. The success of these community health workers and volun-
teers will depend upon a health system that can deliver the necessary interventions
and commodities and also ensure quality of care and retention of these workers.
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In this work we will continue the successful collaborations we have with other
USG agencies. This includes our work with CDC on family planning, water and
sanitation, immunizations, and polio eradication, and our work with NIH and others
on new vaccine development as well as our collaboration with PEPFAR and the
President’s Malaria Initiative.

Thank you again for this opportunity. We at USAID share the commitment you
have demonstrated to the continuing needs of children and families in poor coun-
tries.

Mr. PAYNE. Thank you very much for that very comprehensive
testimony. I understand you have to leave. I wonder how soon you
have to leave.

Mr. HiLL. I can take a few questions. I am headed to Lansing
to give a speech.

Mr. PAYNE. Well, let me just ask a quick question and then we
will see if we can get each person to answer a question. This year
there has been a request in the budget for $369.5 million, $77 mil-
lion less than 2008. We have fluctuated between 350 and 450
throughout the years, and I just wonder if you have any rationale
why the President requested a decrease in the funding of these pro-
grams.

Mr. HiLL. It is an important question, and I will answer it in two
ways. One, I think the most delicate and difficult process for all the
bureaucrats who are responsible for trying to make something hap-
pen is what happens with OMB and the administration, and even-
tually with Congress about how you divide up whatever pot of
money you think you dare ask for in a given year. And there are
a lot of competing priorities, and there are some major concerns
about the debt and priorities overall in the budget, and even prior-
ities within the health budget.

Personally, I wish the number could have been higher. I suppose
most of my colleagues and other representatives of the program
would say the same thing, and we’re never completely satisfied.

I would point out one thing that is often missed, though, in the
discussions. If you look just at the account within child survival
and health that has to do with child and maternal health, you are
right to point out that it goes down. But it would be a mistake to
believe that the only parts of the budget that affect child and ma-
ternal health are in that account.

Since about 1 million die every year of malaria, the President’s
goal and the President’s Malaria Initiative is to have 85 percent
coverage, and then have a 50 percent mortality reduction success
in the huge ramp-up of the President’s Malaria Initiative. When I
came to work at the Global Health Bureau, we were going to spend
$35 million that first year on the President’s Malaria Initiative. It
is up to $300 million this year. We could not touch most of those
debts. Now we have the opportunity to make a big difference. It is
child and maternal health working on malaria, and the HIV and
the PEPFAR, and I fully accept the observation that a lot of money
is going into PEPFAR. You do not always give credit to PEPFAR
for its impact on child and maternal health.

The reason that Congress, in a bipartisan way, became so exer-
cised to try to do the most they could, why they have increased the
amount from $30 billion to $50 billion in the President’s draft, is
because they are so afraid of what will happen if the pandemic ex-
pands dramatically. The impact would be in terms of children, in
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terms of orphans, in terms of the deaths of children and mothers,
and the vulnerability of mothers to all sorts of things if their im-
mune system is impacted. That means that if PEPFAR succeeds,
the impact on children and mothers will be dramatic.

So do not just look at the number that has to do with child and
maternal health within the budget. It is impacted by lots of other
things as well.

Recently on his trip to Africa, the President announced the new
initiative of $350 million on neglected tropical diseases over 5
years. This will have a huge impact on children and on mothers.
There are whole villages in Africa where everybody is blind. The
burden on society, the suffering of children—all of these things are
impacted. So although I would be less than honest if I did not tell
you I would like to see that account higher than it is, and I hope
that the authorization dreams of this legislation will be fulfilled in
subsequent years, and whether I am in government or out of gov-
ernment, I will support that. I hope the appropriations can go up
significantly because this is one area we are talking about low-
hanging fruit. For every $100,000 more you spend, you can meas-
ure it tangibly in terms of lives saved and suffering averted.

Mr. PAYNE. Mr. Smith.

Mr. SMITH OF NEW JERSEY. Thank you very much. I know we are
almost out of time.

Just briefly on the sustainability of the immunizations cam-
paigns. There is always concern that there would be fall-off after
a heightened focus, and secondly, very important, and I referenced
this in my opening comments, the unborn child as a patient. Low
birth weight babies do not get that way while they are traversing
the birth canal. Obviously, that all happens prenatally. More needs
to be done, and we need to get rid of this myth that somehow an
unborn child is not human and alive. Ultrasound has shattered
that myth, hopefully forever.

So what can we do, should we be doing definition-wise so that
no child is left behind, including the unborn child, in child survival
programs?

Mr. HiLL. I think you are very right to point out that all the
global experts in health will say a key to what happens in terms
of the health of both the mother and the child is what happens in
the 9 months before the child is born, and there is just no question
about it. If there was not agreement on that, we would not be doing
all the programs we do that have to do with immunizations and
nutrition, et cetera.

So the empirical evidence as we understand that something is
going on in the womb that is tremendously important, and if it
does not develop right, it is going to cause a lot of suffering later
on.

So your point to draw a red line between birth and the 3 months
before or even before that, I think is on target in terms of the logic
of that. We do our best in ante-natal care to deal and help the
mothers and the children to be, and so I think you are right. That
is part of what we are trying to do in terms of child survival and
maternal health—to make sure that all goes well from the time of
conception, right up to birth and beyond.

Mr. PAYNE. Thank you. Mr. Shays?
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Mr. SHAYS. This could be just a yes answer, and if it is not a yes
answer, then it will need an explanation. Does the administration
support H.R. 2266, the Global Child Survival Act?

Mr. HiLL. I have never been told that I could say one thing or
another on that, so I am going to take the liberty of saying this is
an authorizing piece of legislation which, as I understand it, says
this is the kind of ceiling.

Mr. SHAYS. Right.

Mr. HiLL. We think the need is this great, and to the extent fu-
ture congresses and administrations can find the money to do it,
it makes all the sense in the world.

Mr. SHAYS. I am going to cut you off right there.

Mr. HiLL. I think the answer is yes. [Laughter.]

Mr. SHAYS. Thank you very much.

Mr. PAYNE. Let me just ask one other quick question. I look at
the funding and I just wonder what the criteria would be for how
funding is, for example—oh, Mr. Boozman, Dr. Boozman snuck in
here. He must have a question. No. Okay, I apologize.

I just wondered, the administration proposes, for example, spend-
ing $20 per child per death in Ethiopia, whereas in Jordan, it is
$3,500. In other words, for Ethiopia where 389,000 children die
under 5, the administration asks for $8.1 million, but in Jordan
where 4,000 under 5 die, there is a proposal for $14 million. So you
have a disproportion.

How is that criteria determined?

Mr. HiLL. Well, there are factors involved in allocating develop-
ment funds that are not entirely related just to health. That has
certainly been the case from the very beginning, and it does turn
out sometimes that large sums of money have gone to countries
that have been more developed, in one sense, and seem to be less
a need than some countries with very large populations.

Sometimes that is because we have wanted to encourage a stra-
tegic relationship with the country, and we have done it through
some of our development programs. We have done this with Israel.
We have done it with Egypt. We have done it with Jordan. And we
have done it with other countries in the world, and we will prob-
ably continue to do it.

The good news about the topic we are dealing with today is that
there is such a wide bipartisan consensus, that in places like Nige-
ria or Ethiopia or the big countries, Bangladesh, one of the most
densely populated in the world, I do not know of people who are
not willing to stand up and say, If we could find more money to
do this, we should. We have a moral obligation and I would argue
that it is in our pragmatic best interest to expand our work in
those areas.

Mr. PAYNE. I know that there is a lot of work that needs to be
done, but I notice that in a number of programs, for example,
Water for the Poor Program, which is supposed to go to the places
that need water programs the most, but we find the same thing,
that Jordan and Iraq and others receive adequate funding. It seems
like there is some rationale that is going into allocating these
funds. If we have to fund programs over there, maybe we need to
put it into the Defense Department. But if you have a program for
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Water for the Poor, you would think that the countries like Nigers,
who is practically out of water, would receive adequate funding.

Mr. HiLL. Right.

Mr. PAYNE. Chad, they are not even in the program, but it is Af-
ghanistan, Iraq, it is Jordan, and so they need it too but we are
really short-changing those places that need it the greatest.

I am going to miss the vote so, unfortunately, I am going to have
to leave, and I know you have to go. I might have missed the vote
already. But the meeting stands adjourned for a recess until we
come back in about 10 minutes, hopefully.

[Recess.]

Mr. PAYNE. We are very pleased to have our second panel. The
witnesses on Panel II are Senator William Frist; Mr. David Oot;
Dr. E. Anne Peterson, Dr. Pierre-Marie Metangmo; and Dr. Robert
Walley.

The Honorable William Frist will be our first witness on this
panel, and I will introduce each of the panelists, and then we will
start with Senator Frist.

Senator Frist currently serves as a Visiting Professor of Inter-
national Economic Policy at Princeton University’s Woodrow Wil-
son School of Public and International Affairs where he teaches
graduate and undergraduate courses in health-related care, eco-
nomics, and policy. Senator Frist represented Tennessee in the
U.S. Senate in 1995 until his retirement in 2007, serving as Major-
ity Leader from 2003 to 2007.

With his 1994 election to the U.S. Senate, Senator Frist became
the first practicing physician to serve in the legislative body since
1938. He rose to the Majority Leader just 8 years after his election,
having served less time in the Congress than anyone ever to hold
the leadership position on that level.

Senator Frist who strongly advocates executive-level involvement
in charitable causes currently serves on numerous prestigious
boards. Among them are Africare, the Center for Strategic and
International Studies, the U.S. Holocaust Museum’s Committee on
Conscious, the Clinton Global Initiatives, Global Health Working
Group, Save the Children, U.S. Global Leadership Campaign Advi-
sory Committee. We have traveled to Sudan together and he has
done medical procedures for many years where he would go during
his recess time and is still doing that, so we really appreciate the
wonderful work that you have done in your life and continue to do.

Dr. Oot serves as the Associate Vice President for Health at Save
the Children, U.S.A. In that capacity is responsible for managing
a diverse portfolio of maternal newborn child and adolescent health
activities, and oversees the delivery of technical support and assist-
ance to over 40 countries worldwide. David began his career as a
Peace Corps volunteer in India in the mid-sixties and subsequently
served as a health officer with the U.S. Agency for International
Development in Vietnam and Pakistan, Thailand, Kenya and Nepal
as Chief of Population Health and Nutrition in USAID’s Bureau for
Asia and Director of USAID’s Global Bureau, Office of Health and
Nutrition.

Mr. Oot currently shares the Steering Committee of the U.S. Co-
alition for Child Survival, and is a member of the International
Health Section Council of the American Public Health Association.
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He has a graduate degree in public health from the University of
Michigan, and I think you join your former Peace Corps volunteer,
Mr. Shays.

Mr. SHAYS. Do I look older than he looks? [Laughter.]

Mr. PAYNE. If you go by the hairline. [Laughter]

Mr. SHAYS. No applauding in the audience. [Laughter.]

Mr. PAYNE. Dr. E. Anne Peterson is a long-time public health
physician whose career has spanned the globe from teaching doc-
tors in rural African villages to the decision tables of Washington,
DC. For almost 6 years in sub-Sahara Africa—Kenya and Zim-
babwe—she focused her expertise on community development, pub-
lic health training, and AIDS prevention. Dr. Peterson consulted
for the Centers for Disease Control and Prevention, and the World
Health Organization in Haiti and Brazil and served for 3 years as
the Health Commissioner for the State of Virginia.

Prior to joining World Vision, Dr. Peterson was Assistant Admin-
istrator for the Bureau of Global Health at USAID. She led U.S.
Government’s international health policies and represented the
U.S. on boards such as the Global Fund to fight AIDS, Tuberculosis
and Malaria, GAVI, Stop TB, and the Child Survival Partnership.

Currently, she is Director of the Center for Global Health within
World Vision’s new Strategy Unit, guiding World Vision’s refocus
and re-invigorated efforts to improve the health and well-being of
children.

Dr. Pierre-Marie Metangmo currently serves as Dean of the Fu-
ture Generations Graduate School and Applied Community Change
and Conservation. In this capacity, he guides the development of
practical instructional programs and curricula, creates training
programs that meets the needs of multiple communities, oversees
student practicum and teaches and mentors Research Design and
Methods.

He has had over 20 years of international public health and man-
agement experience and leadership. Born in Cameroon, West Afri-
ca. Dr. Metangmo has worked for the past 10 years in the United
States, and worked as Plan International’s Senior Child Survival
and Health Programs Specialist. In this capacity, he has provided
technical management and training in the form of program design,
management, implementation, monitoring and evaluation in the
technical areas of child survival, maternal and child health, repro-
ductive health, HIV/AIDS, tuberculosis and tropical disease control
in over 30 developing countries.

Dr. Walley, Dr. Robert Walley was educated in Pune, India and
London, England, and qualified in medicine at London University
in 1963. His residency training was in London, and at the Univer-
sity of Toronto. His firsthand experience in West Africa beginning
in 1981 prompted him to initiate the formation of the MaterCare
International in 1995. This nongovernmental organization is inter-
disciplinary and made up of obstetricians, gynecologists, midwives,
bioethnics, and administrators and many supporters around the
world who are dedicated to improving maternal health care world-
wide through new initiatives of service training, research and advo-
cacy based on the ethic that all mothers and babies matter.

Dr. Walley has developed new approaches to the delivery of ma-
ternal health care in Nigeria and Ghana, and is presently involved
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in developing similar projects in Sierra Leone, Rwanda, and Kenya.
Dr. Walley was asked to conduct maternal needs assessments of
refugees in Albania during the Kosovo crisis and East Timor fol-
lowing the withdrawal of occupying forces there.

Thank you all for being here, and we will start with Senator
Frist.

STATEMENT OF THE HONORABLE WILLIAM FRIST, CHAIRMAN,
SURVIVE TO 5 CAMPAIGN, SAVE THE CHILDREN (FORMER
UNITED STATES SENATE MAJORITY LEADER)

Dr. FrIST. Thank you, Mr. Chairman, Mr. Smith.

Since we have been here today, about 2,000 children have died
over the last hour or so, and I think the remarkable thing about
that, and really goes right to the heart of why we are here today
is that about 1,500 of those kids who an hour ago were alive could
be alive today by taking actions that we in some ways celebrate
today because we all know it is the right thing to do, but it is ulti-
mately going to take action.

To do that, very different than when I was doing heart trans-
plants or treating people, individuals one on one for cancer. To do
it, it is cheap, cheap, inexpensive. It is proven. It has been pre-
viously demonstrated, and the techniques and the tools are readily
available. You cannot really say that about any other real piece of
legislation that we have had to deal with as colleagues, when I was
a colleague, or really probably before you as legislators today. And
that is the remarkable thing, just putting those two facts together.

Just speaking from the heart, I spent 20 years in medicine heal-
ing or doing my best to heal one on one, going back to that indi-
vidual life that all of this comes back to, and then came to Wash-
ington and spent 12 years in the United States Senate, and ulti-
mately leader of that body, and then left. And the fact that I am
here today really for my first sort of public/private event, I hope
demonstrates to you that based on my observations of 20 years of
healing directly one on one, and then 12 years in the United States
Senate, trying to do what all of you are really all about today, and
that is healing, that it is back at this hearing, back at this legisla-
tion, back on this particular issue Dr. Hill mentioned today, there
is nothing else that is quite like this, and that is really my observa-
tion, that is why I am here.

I appreciate, Mr. Chairman, and all of you, the invitation to be
here to share my quick thoughts.

I do come before you today as chairman of the Survive to 5 Cam-
paign, as a product of an initiative with Save the Children who,
just like you and I traveled to Africa together, with which I have
had the opportunity to travel to Africa, to Bangladesh, looking very
directly through the eyes of someone in the position of a policy-
maker. What can be done? And I conclude that through this bipar-
tisan legislation, pulled together, that we can have a huge impact
in reversing this course of humanity, the oneness of humanity.

The goal of our Survive to 5 is basically what it says, and that
is to increase the survival where we know that we have now about
10 million deaths, about 27,000 children die every day, to increase
that survival and doing that through these cheap, inexpensive,
proven and demonstrated tools.
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Statistics clearly show that if you get through that first day
where you have 2 million deaths every year, and you get through
that first month and you get through that milestone year of 5 years
of age, then the odds of really blossoming into a productive life, a
happy life, a fulfilling life, the dream that we all envision, that all
of us who have children of our own, becomes a reality.

Number one, when children die needlessly, when we know we
have these effective therapies that are cheap, inexpensive and
proven, and easily available, it is clearly a moral imperative. It is
the right thing to do as individuals, as communities, as states, and
indeed as a nation. And this has been a guiding principle for our
country throughout the great history that we have all seen, really
an experiment in democracy. And it is this impulse that springs
from our conscious, and it is one that represents the highest ideals
of what being a person is all about, and clearly what that American
flag represents, what being an American is all about.

Secondly, scaling up our child programs, the survival programs,
and leading other nations to follow with what we do practically, but
also what we represent with this voice also serves our national se-
curity interest. And I mention this, not the reason for doing it, but
as Chairman Payne said, I have had the opportunity as Majority
Leader, as a United States Senator, of going just about every year
somewhere in the developing world, and very quietly working on
the ground, doing medical procedures, treating young children,
older people. And I have seen the trust that is engendered by that
mere presence, and in the war-torn zones, whether it is in South-
ern Sudan, in Northern Uganda, they are working, and you are
healing and you are delivering life and helping facilitate life, there
is a trust that is built up and all of a sudden fighting stops built
on that trust. I call it Currency for Peace. You can call it any num-
ber of things, but it is what we have as an opportunity both before
us in addition to that moral imperative.

The despair that comes when people die very early, whether the
maternal deaths or in that first day of life or that first month or
the first 5 years, it breaths despair. And out of that despair we
know that the potential for terrorism can come. I put that out there
because others probably do not talk about it, but I do think it is
important, at least based on my own experience.

The 9/11 Commission concluded that when people lose hope,
when societies break down, when countries fragment, the breeding
grounds for terrorism are created. Diplomacy undermines that ide-
ological support of terror by shining a light of trust, of compassion
on these hate-filled propaganda proposals that are fed into an is-
land of despair.

Last summer I did have the opportunity to visit Bangladesh. We
saw Bangladesh on an earlier chart today where there has been
huge progress with a 25 to 30 percent improvement in child mor-
tality. I had the opportunity to work side by side with other com-
munity health workers, and with some of the doctors doing the
very simple things that we know make such a profound impact.

I met with the Minister of Health there who offered his country’s
profound thanks to the United States of America for assisting in
reducing child mortality, a true success story as we saw many suc-
cess stories, as we worked side by side, NGOs working with our
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Government, and most importantly, with the local communities to
help deliver focused case, establish this prevention.

A recent PEW global attitude survey shows that Bangladeshis
have one of the most favorable views of the United States in the
entire Muslim world. This support is due largely to the assistance
we have provided Bangladesh since its independence, relatively
tiny, relatively modest investment that continues to pay huge divi-
dends by cementing a link with this moderate Muslim nation, and
building a bond between its citizens and Americans.

As someone who has served in Congress and wrestled with the
whole range of policy issues that you are barraged with every day,
I know these global health issues seem daunting. But as Ameri-
cans, we are a generous people; we are a compassionate people, and
now is the time that we can demonstrate that in ways that we ab-
solutely know, we know will work.

I think it is a credit, as we heard a little bit earlier, to this ad-
ministration, to this Congress and to the American people that the
U.S. has made huge efforts in tackling HIV/AIDS and malaria and
tuberculosis. I, like all of you, participated aggressively in that re-
gard, and appreciate the contributions of this committee in that re-
gard.

Yet, as much as we have done, we still have 10 million kids,
27,000-28,000 a day dying, 2,000 dying since we started this hear-
ing, all of which underscores that, yes, despite the commitment
that we have made thus far with PEPFAR and with the initiatives
that were nonexistent 5, 6, 7 years ago, we still have tough, tough
battles ahead of us.

What is claiming these young lives? There are two charts that
we have and I think on this chart, which is over here, you see, and
everyone knows what the preventable deaths are due to. We see
pneumonia. We see diarrhea. We see the other newborn complica-
tions that are related to sub-optimal prenatal care, care during
pregnancy, delivery care, and post-natal care. We see that mal-
nutrition is an underlying condition, contributing to more than one-
third of these deaths.

What is interesting, and I think that what is important, at least
as a policymaker, people will say, well, you are committing so much
to PEPFAR, you are submitting so much to HIV/AIDS, and so
much to malaria, all the things we have been fighting for, how can
you justify this? It is competitive in many ways.

Well, I think this chart does show part of that. If you look at the
cause of death in there, you see that malaria causes 8 percent of
these 2,000 deaths over the last hour, and HIV/AIDS cause 3 per-
cent of the deaths. We need to focus and continue to focus on
HIV/AIDS and you have done that in this very hearing room I
guess a couple of weeks ago. But look at where the other 85 per-
cent of people are dying.

I mentioned that things are simple, they are inexpensive, they
are readily available. I think of things just like the little vitamin
A that literally one of these little capsules, you just cut it open or
put a needle in and you squirt it in the mouth twice a year in cer-
tain areas can reduce mortality by 20 percent, a few little pennies.

All of us know in Bangladesh this just happens to be what they
used in terms of oral rehydration. From a physiologic standpoint,
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whether it is infection, whether it is dirty water out there, this de-
hydrating diarrhea causes cardiovascular collapse and the heart
just simply does not beat anymore. This is life saving. Again, 15
cents can be life-saving for a child today.

Antibiotics, you know, Dad did not have antibiotics when he was
practicing medicine in 1945. We got them. We take them for grant-
ed today, but antibiotics which can cost, again, less than $1 become
life saving.

You know, these interventions, you can go on down the list, im-
munizations, which again we talked about, the sustainability is so
important for $16-17, clearly life saving, and so it really becomes
a matter of us stepping up, leading to the world and making sure
the distribution of these inexpensive, little tools that we have in
our tool box are applied. Little things like a bedcap or a little
nightcap, baby cap, they can put on, appropriate color for either
boy or girl right here just after birth, because all of us know most
of the thermal transfer is through the head is literally life saving.
We have had people step up all over the United States of America
to make those, these simple things.

The U.S. Commitment to Child Survival Act, which has been in-
troduced by Representatives McCollum and Shays, who are with us
today, and over on the Senate side, Chris Dodd and Gordon Smith,
will advance this cause. We talked about it being bipartisan legisla-
tion, strongly supported. A survey last fall by the U.S. Coalition for
Child Survival showed that 93 percent of all American believe sav-
ing 27,000 children who die every day should be our responsibility,
a government responsibility.

We mentioned the One Campaign earlier, the tremendous leader-
ship of the One Campaign, and really other grassroot organiza-
tions, more than 2.4 million Americans seeking to raise awareness
of extreme poverty and global disease through this One Campaign
that is symbolized by the band that I have on and that you will
see all of the Presidential candidates wearing sometimes. I look at
these letters before me, and this stack, obviously, is just a sampling
of them, but over 200,000 letters just like these have been sent by
One members, 200,000 to you. You may not have seen them all, but
they are in your offices. [Laughter.] And more will be coming. It
really does reflect that support and that understanding of the
American people, a moral cause, a national security cause, it is the
right thing to do.

We have other countries, and I will just close with that, we have
other countries that are stepping forward. The U.S. leadership, we
all saw with HIV/AIDS, malaria. As a person in Congress you can-
not travel to another country without one of the top three bullet
points that they bring up to us because we are leaders on
HIV/AIDS, malaria and tuberculosis. Their leaders know that they
have got to respond. So the impact of us, once again, leading in this
field where we know we can have an impact politically is impor-
tant. Other countries are standing up. We have countries such as
Norway that have undertaken major initiatives to reduce child
mortality. The Japanese Government has also placed global health
on July’s G-8 Summit agenda, which is a tremendous forum for ad-
dressing the issues both for the United States and for our G-8
partners to pledge at that time an all-out effort to accelerate the
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reduction of child mortality and to boost investment that will be re-
quired in order to distribute and make sure that these very simple
tools are disseminated appropriately.

Bolstering our action to save these 10 million children is the
moral thing to do under America’s humanitarian ideals. It is the
smart thing for our Nation’s long-term security interests. I look for-
ward personally to working with all of you and to working with all
of the hundreds of thousands of people who care about this issue
across America in promoting our Nation’s leadership to save mil-
lions of young lives every year.

Thank you, Mr. Chairman.

[The prepared statement of Dr. Frist follows:]

PREPARED STATEMENT OF THE HONORABLE WILLIAM FRIST, CHAIRMAN, SURVIVE TO
5 CAMPAIGN, SAVE THE CHILDREN (FORMER UNITED STATES SENATE MAJORITY
LEADER)

Chairman Payne, Ranking Member Smith, distinguished committee members:

Thank you for holding this hearing and for your invitation to share my perspec-
tives on a pressing global health matter. This is my first participation in an official
Congressional activity since retiring as Senate Majority Leader, and I can think of
no more important issue to address upon returning to Capitol Hill than renewing
American leadership in saving millions of children throughout the world.

Why here? Why now? The answer is simple and compelling: We can save up to
10 million young lives throughout the world each year through inexpensive, well
known, readily available health interventions. Today 27,000 newborns and children
under the age of five will die from preventable and treatable causes. More than
2,000 of those innocent lives will be lost during this hearing alone.

The United States, governments in the developing world and other donors have
the means to save these children. We know what to do, and we know how to do
it. But we need the political will to achieve that goal. And we need to work with
partners throughout the globe, just as we are doing to end the scourge of HIV/AIDS.

I know none of us gathered here today believes nearly 10 million children under
the age of five dying every year is an acceptable reality. Each of these children, with
access to appropriate care, can become a productive citizen in his or her country,
helping those nations advance in health, education and economic development.

I come before you today as chairman of Save the Children’s Survive to 5 campaign
to give voice to these children. The goal of our campaign is as simple as its name:
helping those 10 million children who die each year reach their fifth birthday. Sta-
tistics clearly show that if these young people reach that milestone, the odds of
them blossoming into happy, healthy, productive citizens—the dream we envision
for our own children—are greatly enhanced.

For more than a decade I have participated in medical mission trips to Africa, and
my firsthand experiences have led me to believe in the power of using medicine as
a currency for peace. I have seen war-torn villages calmed and reunited through the
establishment of health clinics. I have seen medicine dissolve hatred as hope filled
voids long occupied by despair. And I have seen leery citizens in distant lands de-
velop trust in America as our nation’s compassion and generosity provide a helping
hand to those in need.

This last point has convinced me that increased support for global child and new-
born health is more than a compelling moral or humanitarian issue. It is a national
security issue. Health diplomacy undermines the ideological support of terror by
shining through hate-filled propaganda to show America’s true face. Medicine is
truly a force that overpowers division and hatred because people do not go to war
with those who have just saved their child. We should harness those truths to
strengthen our image abroad and bolster our security for generations to come.

Last summer, for example, I traveled to Bangladesh with Save the Children to
work side-by-side with doctors and community health workers. We spent the vast
majority of our time working to improve the health of newborns and young children.
In a small village outside Sylhet I distributed vitamin A supplements and polio vac-
cine to dozens of babies, including the child of a young woman named Tahmina.
Through the work of Save the Children and the support of USAID, Tahmina re-
ceived prenatal counseling and continuing education regarding proper newborn care
following her son’s birth. As a result of that assistance, her child’s chances of sur-
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viving to the age of five—and the odds he will lead a long, healthy life—have in-
creased dramatically.

When I met with the Bangladeshi Minister of Health in Dhaka last summer, he
offered his country’s profound thanks for U.S. assistance in reducing child mortality.
But average citizens—not just government officials—have taken note of America’s
support for Bangladesh. Stories such Tahmina’s are a driving force behind a recent
Pew Global Attitudes survey that shows Bangladeshis have one of the most favor-
able views of the U.S. in the entire Muslim world. This support is due largely to
the assistance we have provided Bangladesh since its independence—a relatively
modest investment that continues to pay huge dividends by cementing a link with
this moderate Muslim nation and building a bond between its citizens and Ameri-
cans.

As a doctor, former legislator and now private citizen, I view our efforts to save
these 10 million young lives through many lenses. I would like to speak briefly from
three of those perspectives: public health, public policy and public opinion.

PUBLIC HEALTH

In the developing world, the first few years of life are the most treacherous. Two
million children die each year on the day they are born. Another two million die
during the first month of life. In sub-Saharan Africa, one in every six children will
die before their fifth birthday. That is the grim reality we face.

In America, pregnancy is a time of joy. Parents decide the name of their child be-
fore he or she is even born. In many developing countries, however, that joy is
mixed with fear of adverse outcomes. In some countries, parents do not even give
their child a name for the first six weeks of life. Try to imagine not naming your
newborn because you fear he or she will not survive even six weeks. You have the
power to help calm those mothers’ fears and provide hope for their children’s future.

It is important that we take a few moments to examine what is taking these
young lives. The largest portion of preventable deaths is due to pneumonia, diarrhea
and a variety of newborn complications related to suboptimal pregnancy and deliv-
ery care. Malnutrition is an underlying condition contributing to more than one-
third of these deaths. And defying common misperceptions, HIV/AIDS is associated
with only three percent of under-five deaths globally while malaria accounts for only
another eight percent.

The health interventions to save these children are simple, inexpensive, well
known and readily available. Supplements such as vitamin A can—for mere pen-
nies—reduce micronutrient deficiency. A basic antibiotic that costs only 30 cents can
treat pneumonia. Oral rehydration therapy can help save the two million children
who otherwise perish from dehydrating diarrhea each year. And together with other
interventions like immunizations, skilled care at delivery and simple knit caps, we
could save most newborn lives.

These live-saving solutions do not require expensive investment in state of the art
hospital facilities. They rely instead upon a network of community-level health serv-
ices, an area in which U.S. government-supported programs can play a critical role
in training and supporting community health workers to treat sick children and in
teaching parents how to protect the health of their babies.

In short, we know how to deliver these life-saving solutions. The challenge is to
scale up our efforts in coordination with other donor nations and enlist the commit-
ment of developing countries to ensure these proven, low-cost health interventions
reach every village and each child in need.

PUBLIC POLICY

As someone who served in Congress and wrestled with the broad range of policy
and funding questions you face, I know these global health issues seem daunting.
But Americans are a generous and compassionate people, a truth our nation has
demonstrated time after time.

It is a credit to Congress and this Administration that the U.S has made great
efforts in recent years to tackle HIV/AIDS, malaria and tuberculosis. As Majority
Leader, I—like many of you—devoted significant time and energy to making these
initiatives a reality, and I appreciate this committee’s many contributions to com-
bating these challenges. Yet as much as we have done, tough battles remain.

If a child in Haiti, for example, escapes infection from HIV thanks to PEPFAR
relief but loses her life to pneumonia or diarrhea, should we be satisfied? Can we
declare success? Even with the important work this committee has done to reauthor-
ize PEPFAR, our assistance will not help most of the 10 million forgotten children
we are discussing today. Saving those young lives requires additional leadership and
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investment through an integrated package of basic, cost-efficient health interven-
tions addressing the leading causes of illness and death.

The good news, as I noted earlier, is that we know what needs to be done and
how to do it. This challenge, as compared to many others facing Congress, is neither
intensely complicated nor all that expensive.

The programs I have described during the course of this testimony work.
UNICEF’s recent State of the World’s Children report makes clear that progress has
been achieved: the global mortality rate for children under five was cut in half be-
tween 1960 and today. And countries need not be flush with cash in order to suc-
ceed. Bangladesh and Egypt, for example, have made great gains in recent years
thanks to the commitment of their national leaders to make this a priority. Ban-
gladesh reduced under-five child mortality from 149 deaths per thousand live births
in 1990 to 73 in 2005. Egypt reduced its figure from 104 in 1990 to 33 in 2005. Even
Nepal, a country torn by conflict, has succeeded in reducing child mortality from 145
in 1990 to 74 in 2005.

Nonetheless, reducing the rate by 50 percent over the past half century still
means that almost 10 million children die each year of preventable causes. Clearly
much work remains to be done. Ninety-four percent of the nearly 10 million children
who die each year of preventable causes live in just 60 developing countries, and
we need to mount a targeted effort that focuses resources on these high priority
countries.

The U.S. Commitment to Global Child Survival Act (H.R. 2266/S. 1418), intro-
duced by Representatives Betty McCollum and Chris Shays in the House and Sen-
ators Chris Dodd and Gordon Smith in the Senate, will help advance this cause.
This bipartisan legislation, cosponsored by more than 80 House members and more
than 20 senators, renews U.S. leadership for child and newborn health programs in
developing countries while ensuring greater coordination and accountability in the
delivery of these services.

But why should the House Foreign Affairs Committee and Congress take up this
issue now?

When children die needlessly, we have a moral and humanitarian imperative to
act. For Republicans and Democrats alike, that imperative has long stood as a prin-
ciple guiding America’s role in the world. It is an impulse that springs from our con-
science and represents our highest ideals. Our nation has always adopted the com-
mon cause of those in need, and at a time when we have the tools and the knowl-
edge to save millions of young lives each year, we should do so with greater urgency
and commitment.

But American leadership on child survival does more than convey our humani-
tarian values. Scaling up our child survival programs and leading other nations to
follow suit also serves our national security interest. The investment in saving
young lives protects our security by ameliorating conditions that breed extremism
and enhancing our standing in the world. When we know basic health care can help
bring stability and serve as a currency for peace, we cannot afford to stand pat.

The 9/11 Commission concluded, “{/W]hen people lose hope, when societies break
down, when countries fragment, the breeding grounds for terrorism are created.”
Many countries with high child mortality rates are also fragile states, affected by
(or recently emerging from) conflicts with the potential to spawn instability and
threaten our security. These are precisely the countries where, from the perspective
of our national security strategy, we need to engage in a proactive effort to stem
extremism and shore up stability. Increased child survival programming can serve
as an important component of such an effort.

Although a moral imperative and improved national security are sound reasons
for greater U.S. leadership in child survival, responsibility to save these children
does not rest with America alone. Other governments such as Norway have under-
taken major initiatives to reduce child mortality. The Japanese government has also
placed global health on this July’s G8 summit agenda, a forum providing a great
opportunity for the United States, Japan and other G8 partners to pledge an all-
out effort to accelerate the reduction of child mortality and boost international in-
vestment in these programs.

PUBLIC OPINION

I would like to close my opening remarks by speaking to you as a private citizen
who has traveled throughout our great country and the world. Ours is a tremendous
nation, one much admired overseas but often misunderstood. I strongly believe
every U.S. effort—public or private, at home or abroad—to ensure each child has
an opportunity to achieve his or her potential helps reduce that misunderstanding.
And I am pleased to say I do not stand alone.
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A survey last fall by the U.S. Coalition for Child Survival showed that 93 percent
of all Americans believe saving the 27,000 children who die every day should be a
government priority. Many have expressed themselves through organizations such
as the ONE Campaign, a grassroots movement of more than 2.4 million Americans
seeking to raise awareness of extreme poverty and global disease. ONE members
have sent more than 200,000 letters to members of Congress urging support for
H.R. 2266, the lifesaving legislation I discussed earlier, and I urge the committee
to make this critical bill a priority this session.

Approving the U.S. Commitment to Global Child Survival Act and supporting the
appropriation of the funds required to achieve its goals is the right thing to do for
children at risk. It is the moral thing to do under America’s humanitarian ideals.
And it is the smart thing to do for our nation’s long-term security interests. I look
forward to working together to renew our nation’s leadership in the fight to save
millions of young lives each year.

Mr. PAYNE. Thank you very much for that testimony.
Mr. Oot.

STATEMENT OF MR. DAVID OOT, M.PH., ASSOCIATE VICE
PRESIDENT, OFFICE OF HEALTH, SAVE THE CHILDREN
(ALSO CHAIRMAN OF THE STEERING COMMITTEE FOR THE
UNITED STATES COALITION FOR CHILD SURVIVAL)

Mr. Oor. Thank you. On behalf of the U.S. Coalition for Child
Survival as well as Save the Children, let me also begin by thank-
ing Chairman Payne and Ranking Member Smith for holding this
important hearing.

First, I want to say just a word about the Coalition. Our Coali-
tion believes it is simply unacceptable that nearly 10 million chil-
dren die each year of highly preventable causes, largely unnoticed
both here and abroad. We are committed to educating and advo-
cating for increased attention to this issue, and specifically dedi-
cated to mobilizing U.S. and global leadership and resources to
save these lives.

Our membership is diverse and made up of more than 40 organi-
zations. It includes representatives of academic and other technical
institutions, student groups, faith-based and other nongovern-
mental organizations. Collectively, our members represent literally
hundreds of years of experience working in developing countries de-
livering life-saving maternal, newborn and child health services.

I would also like to say that our members represent grass roots
American constituents who actually care deeply about this issue,
and how do we know they care? A very interesting experience on
the part of Save the Children. When people were told by Save the
Children that a simple knitted cap could help prevent hyper-
thermia in a newborn, an often fatal condition due to the loss of
body heat, over 20,000 knitters from every state in the union got
out their knitting needles and produced nearly 300,000 caps. In
New Jersey, for example, nearly 1,000 people knitted over 13,000
caps. We literally at Save the Children had to vacate an entire
wing of our headquarters to receive these caps, and the heartfelt
notes that were attached asking the President and our policy-
makers to do more to save newborn lives.

So what have we learned? First, the programs work, and I will
just reiterate a couple of points made by Dr. Hill. I mean, had
there been no change in under-5 mortality since 1985, 17 million
children would be dying, instead that number is less than 10 mil-
lion per annum, and I have to repeat the Nepal experience because
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based on nearly four decades of personal experience, nearly 20 of
which were spent living in Asia and Africa, I have had a chance
to see these programs firsthand, and during the 1990s, early 1990s,
I 1iv§1d and worked in Nepal when this program in fact expanded
rapidly.

At that time no one, and believe me, no one could have imagined
that a country as poor as Nepal, mired at that time in a wide-
spread internal conflict, could find itself on track to meet the Mil-
lennium Development Goal for a two-thirds reduction in under-5
mortality, but it is. Since 1990, under-5 mortality has declined by
nearly 50 percent by focusing on a package of proven low-cost
interventions delivered through local health facilities, but even
more importantly, extended to communities through community
health workers, and especially through a national network or cadre
of female community health volunteers, which U.S. aid, by the way,
helped to train. Immunization coverage increased from 43 to 83
percent since 1996, more than 90 percent of children under-5 rou-
tinely receive vitamin A supplementation, and children who pre-
viously had little or no access to treatment for pneumonia are seen
and treated in or near their homes. Indeed, these semi-literate
FCHVs currently deliver more than all, half of all pneumonia treat-
ments in 42 districts in Nepal.

Second, proven low-cost solutions will not save lives if they do
not reach people in need, and the basics must be in place. We must
have trained and skilled staff. We must have equipment, supplies
and the critical operating budgets to support these programs. In
many countries, especially in South Asia and sub-Sahara, Africa,
millions, and especially the poor, have yet to benefit from these
programs, and we must close that gap.

Third, we need to deliver a package of critical services for moth-
ers, newborns and children, so it is not just about children or just
about mothers. It really is about mothers, newborns and children,
and we need to extend these services beyond health centers to
households and communities. We cannot succeed if we do not reach
those households and communities where most of these deaths
oclcur, in villages and homes that are often far from any health fa-
cility.

Lastly, we need to focus more attention on newborns since nearly
40 percent of deaths of children under 5 occur in that first month
of life, and in India, where I began my career as a Peace Corps vol-
unteer in the mid-1960s, that is quite a long time ago.

Mr. SHAYS. You said “mid.” [Laughter.]

Mr. Oot. I will not give the exact date. Nearly 1 million deaths
to children under 5, 1 million occur in the first month of life. Most
of these newborns are born and die at home, and until recently it
was thought there was really little that could be done about this
problem, and what we have learned working with local nongovern-
mental institutions in India, Save the Children and our partners,
is that a basic package of home-based newborn care delivered by
community health workers can prevent as many as half of these
deaths.

So clearly, we know these programs work, and more lives, 6 mil-
lion more each year can be saved. But as others have said, business
as usual will not save these lives. We must do much more, and
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thanks to Chairman Payne and other cosponsors of the United
States Commitment to Global Child Survival Act, we have an un-
precedented opportunity, I believe, to provide the leadership and
resources needed to make this happen. We applaud the recognition
that this is truly a partnership involving governments, civil society
and other donor countries. We should not be doing it alone. And
in part, due to the USAID-funded Child Survival Grants Programs,
there are more than 45 nongovernmental agencies or organizations,
rat}(ller, poised to deliver these life-saving services to those most in
need.

There are other donors, as have been mentioned, Canada, Nor-
way, the United Kingdom, are stepping up to the plate as our mul-
tilateral donors and especially UNICEF in working to expand these
programs. It will take all of us working together to make this hap-

en.

Finally, the act authorizes increasing funding to support the ex-
pansion of programs and using data from a recent expert analysis
published in The Lancet Medical Journal, they have estimated that
it would cost about $44 to deliver a package of life-saving interven-
tions to one child each year. And if we doubled our funding, or Fis-
cal Year 2008 funding to $900 million in Fiscal Year 2009, we could
deliver these services to over 20 million children, and we could save
more than 1 million young lives if we did that.

I want to quote Bill Foege, who is kind of a personal hero of
mine, who is now a Senior Fellow at the Bill and Melinda Gates
Foundation, and former Director of the U.S. Centers for Disease
Control and Prevention who said,

“We need to change the social norm that we all recognize that
it is simply wrong for only the few to have access to the tools
for survival because of where they live.”

When we have the tools and resources to prevent these needless
deaths and we fail to act, we are not only failing those we know
we can help, we are failing to live up to the values that we know
we cherish as Americans. We know that these programs will be
good for those children and the parents of those children who sur-
vive, but we firmly believe it will also be good for America.

In closing, I want to inform the chair that 30 organizations com-
mitted to this cause have submitted written testimony to be in-
cluded in the record, and again thank you for the opportunity to
speak to this committee.

[The prepared statement of Mr. Oot follows:]

PREPARED STATEMENT OF MR. DAVID O0T, M.PH., ASSOCIATE VICE PRESIDENT, OF-
FICE OF HEALTH, SAVE THE CHILDREN (ALSO CHAIRMAN OF THE STEERING COM-
MITTEE FOR THE UNITED STATES COALITION FOR CHILD SURVIVAL)

On behalf of the US Coalition for Child Survival, as well as Save the Children,
let me also begin by thanking Chairman Payne and Ranking Member Smith for
holding this important hearing. First, let me say a word about the Coalition. Our
Coalition believes it is simply unacceptable that nearly 10 million children die each
year of highly preventable causes—largely unnoticed both here and abroad. Our Co-
alition is committed to educating and advocating for increased attention to this
issue, and specifically dedicated to mobilizing U.S. and global leadership and re-
sources to save these lives.

Our Coalition membership of 40 organizations is diverse—and includes represent-
atives of academic and other technical institutions, student groups, faith-based and
other non-governmental organizations. Collectively, our Coalition members rep-
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resent literally hundreds of years of experience working in developing countries de-
livering life-saving maternal, newborn, and child health services.

Many of our members represent grassroots American constituents who care deep-
ly about this issue. And, how do we know they care? When told by Save the Chil-
dren that a simple knitted cap could help prevent hypothermia in a newborn (an
often fatal condition due to loss of body heat), over 20,000 knitters from every State
in the Union got out their knitting needles and produced nearly 300,000 caps. In
New Jersey, for example, nearly a thousand people knitted over 13,000 caps. We lit-
erally had to vacate an entire floor in our Save the Children headquarters to receive
these hats—and the heartfelt notes that were attached asking the President and our
policymakers to do more to save newborn lives.

SO, WHAT HAVE WE LEARNED?

First, these programs work. When we hear about the suffering and death of chil-
dren in developing countries, many assume that is the way it has always been, that
little can really be done about it. That perspective is just wrong. Something can be
done. Thanks to the efforts of host governments, non-governmental organizations,
donors, and the private sector, progress in reducing these needless deaths has been
made. The truth is that if there had been no change in under-five mortality rates
since 1985, nearly 17 million children would still be dying each year. Instead, that
number is now less than 10 million.

Based on four decades of personal experience—and nearly 20 years living and
working in Asia and Africa—I have had a chance to see firsthand the difference that
these life-saving programs make. During the early 1990s, I lived and worked in
Nepal. At that time, no one could have imagined that a country as poor as Nepal—
mired in a widespread internal conflict—could find itself on track to meet the Mil-
lennium Development Goal 4 of a two-thirds reduction in under-five mortality by
2015. But it is. As noted by Senator First, since 1990, under-five mortality has de-
clined by nearly 50 percent. By focusing on a package of proven, low-cost interven-
tions—delivered through local health facilities and community health workers—and
especially through a national cadre of Female Community Health Volunteers
(FCHVs), immunization coverage has increased from 43 to 83 percent since 1996,
more than 90 percent of children under-five receive vitamin A supplements, and
children who previously had little or no access to treatment for pneumonia are seen
and treated in or near their homes. Indeed, semi-literate FCHVs currently deliver
more than half of all pneumonia treatments in 42 districts.

Second, proven, low-cost solutions won’t save lives if they don’t reach those most
in need. The basics must be in place—trained and skilled staff, equipment, supplies,
and critical operating budgets—to support the delivery of services. In many coun-
tries—especially in South Asia and sub-Saharan Africa—millions, and especially the
poor, have yet to benefit from these life-saving solutions. We must close that gap.

Third, we need to deliver a package of critical services for mothers, newborns, and
children—and extend these services beyond health centers to households and commu-
nities. We cannot succeed if we do not reach those households and communities
where most of these deaths occur—in villages and homes that are often far from
any health facility.

Lastly, we need to focus more attention on newborns since nearly 40 percent of
deaths of children under five occur in that first month of life. In India, (where I
began my career as a Peace Corps volunteer in the 1960’s) nearly one million deaths
to children under-five occur in the first month of life. Most of these newborns are
born and die at home. Until recently, it was thought there was little that could be
done to prevent these deaths. Working with local non-governmental organizations,
Save the Children and our partners have learned that a basic package of home-
based newborn care delivered by community health workers can prevent as many
as half of these deaths. A local non-governmental organization called SEARCH
trained community health workers to promote basic preventive health practices, in-
cluding warming and drying the newborn, assisting a newborn that was not breath-
ing at the time of delivery, using a clean blade to cut the umbilical cord, promoting
immediate breastfeeding, and recognizing and treating common neonatal infections.
Collectively, these interventions reduced deaths in the first month of life by more
than 60 percent, and the Government of India now plans to replicate home-based
newborn care throughout India.

Clearly, these programs work—and more lives—6 million more each year—can be
saved. But, “business as usual” will not save these lives. We must do much more.
Thanks to Chairman Payne, and other co-sponsors of the United States Commit-
ment to Global Child Survival Act, we have an unprecedented opportunity to pro-
vide the leadership and resources needed to make this happen.
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Together with other developed and developing countries partners, the US has a
critical role to play. Our Coalition strongly believes that the proposed Child Survival
legislation is a critical step in re-establishing our leadership and increased invest-
ments that are urgently needed to save the lives of babies and young children. We
believe that the proposed creation of an inter-agency Task Force will help ensure
that this effort gets the high-level policy attention that is needed, and that this ini-
tiative will focus on those countries where the need is great and on those proven
interventions we know can save lives.

We also applaud the recognition that this is a partnership involving governments,
civil society, and other donor countries. In part due to the USAID-funded Child Sur-
vival Grants Programs, there are now more than 45 US non-governmental organiza-
tions poised to deliver these life-saving programs to those most in need. Bilateral
donors, such as Canada, Norway, and the United Kingdom, and multilateral donors,
such as UNICEF, have recently made a major commitment to supporting the expan-
sion of these programs. It will take all of us working together to get these services
to those in need.

Finally, the Act authorizes increased funding needed to expand access to these
life-saving programs, and the establishment of a system of accountability so that
Congress and the American people will know the difference we are making. We
want to commend USAID for the recent steps taken to focus on those countries
where the need is great and on those interventions we know can save lives. We also
want to acknowledge USAID’s commitment to building a transparent system to
monitor and measure the results we know are possible.

WHAT IT WILL ACHIEVE

Using data from a recent expert analysis published in the Lancet medical journal,
it is estimated that it would cost about $44 to deliver a package of life-saving inter-
ventions to one child each year. Therefore, if we doubled our assistance from $450
million in FY 08 to $900 million in FY 09, we could deliver these services to over
20 million children—and save more than one million young lives. With renewed,
strong American leadership, our increased investment would help leverage greater
efforts by other donor governments and host governments, thus saving a much larg-
er number of young lives.

To quote Bill Foege, Senior Fellow at the Bill & Melinda Gates Foundation, and
former Director of the U.S. Centers for Disease Control and Prevention (CDC), we
need to “change the social norm so that we all recognize that it is simply wrong
for only the few to have access to the tools for survival because of where they live.”
When we have the tools and resources to prevent these needless deaths, and fail
to act, we are not only failing those we know we can help, we are failing to live
up to the values that we know we cherish as Americans. We know that these pro-
grams will be good for those children—and the parents of those children—who sur-
vive, but we firmly believe that it will also be good for America. In closing, I want
to inform the Chair that 30 organizations committed to this cause have submitted
written testimony to be included in the record. Again, thank you for the opportunity
to speak to this committee.

Mr. PAYNE. Thank you very much.
Dr. Peterson.

STATEMENT OF E. ANNE PETERSON, M.D., M.PH., DIRECTOR,
CENTER FOR GLOBAL HEALTH, WORLD VISION INTER-
NATIONAL

Dr. PETERSON. Thank you, Chairman Payne, Ranking Member
Smith, cosponsors.

I really appreciate you holding this hearing. I had actually been
hoping for it for a number of years, and so this is a very special
day, and thank you to the press for some of your incredible commit-
ment to save the children of the world.

My name is Dr. Anne Peterson. I am here, not in Kent Hill’s
spot, but now representing the NGO, World Vision and today to
hopefully represent the perspective of faith-based organizations.
The U.S. Government has a long and exemplary commitment to ef-
fective child and maternal health programs, but much more can be
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done. There is no need for the 10 million deaths that you have been
hearing about this morning.

But I would like to add that hundreds of millions of more chil-
dren and mothers suffer on a regular and repeated basis. So what
we are talking about is not just the deaths of women and children,
it is also the disease and permanent harm that is caused by the
exposure to disease.

The United States can provide leadership that keeps global
promises, conveys the compassion of the American people, and
strengthens U.S. relationships with other countries, and most im-
portantly, does impact the lives of women and children. I would
like to highlight four critical areas.

First, we could have far more impact by increasing our support
to prevention activities aimed at the household and community
level. In rural villages in Africa and pediatric wards, I have seen
the ongoing harm of malnutrition, measles, and diarrhea. I have
seen children dying needlessly from illnesses that could have been
prevented. If we do not address the underlying causes that put
children at risk, then hospitals and clinics become revolving doors
of death. By implementing the proven cost-effective interventions
at the community level, we can actually reduce the occurrence of
those diseases and deaths, and promote a healthy environment
where children can grow and reach their full potential.

Second, a whole health system includes civil society and the com-
munity itself. This community-level focus is not just getting ap-
proved outcomes, it empowers parents, as Congresswoman McCol-
lum was talking about. This puts into the hands of parents the
power to keep their children healthy. That is sustainable develop-
ment, and the parents do want to know what to do. It also helps
avoid missed opportunities across sectors and the synergy of work-
ing with food security and agricultural and micro enterprise. When
we take those community perspectives and interventions and pur-
posefully link it with the public sector, whether it is a government
or other faith-based organizations or the U.N. agencies, only then
do we have a whole health care system that addresses the begin-
ning environment around a child all the way to the clinical care
needed when they get sick.

Third, if we truly want to achieve the Millennium Development
Goals, we need to focus attention on the forgotten children that
Senator Frist talked about, those hardest to reach, that are in the
slums, hidden valleys, neglected tribes or in the war zones. We
know that for every intervention and for every disease that is be-
fore us it is the poor and forgotten who do worse than those who
are richer, and that the gaps are getting wider between countries
and within countries. They have less access to preventive services
and less access to care when they need it.

Children caught in conflict not only face harm directly, but their
daily needs are unmet. They die from lack of nutritious food, clean
drinking water, a home, nurturing parents or access to care. How
can a child not only survive but thrive in such circumstances?

Often the governments in these cases may not be able or want
to care for those children, and yet NGOs are often present.

Finally, the U.S. should continue its support of faith-based and
community-based organizations, and recognize the role that they



37

play in addressing child survival. According to the World Health
Organization, faith-based and community-based organizations ac-
count for as much as 30 to 70 percent of all of health care in sub-
Sahara in Africa. They are an important component of health care
delivery throughout the world, and their networks are far-reaching.
Many faith-based organizations have as their specific mandate to
reach the poorest of the poor, the most neglected.

Organizations like World Vision are deeply embedded in the com-
munity. They have spent decades providing care, support, treat-
ment, and prevention at the local level. And in many places where
no other providers exist, they are trusted partners and work with
UNICEF, WHO, Ministries of Health, the New Global Health Part-
nerships, complementing their work and providing a crucial link
between government and civil society. Faith and community-based
organizations contribute to more sustainable solutions and help re-
duce dependence on foreign aid.

Twenty-five years ago I worked with a small mission organiza-
tion and with the Anglican Church in Kenya doing community-
based health programs, thanks in part to a small USAID grant of
$25,000. I recently returned and found that the church was not
only continuing but had expanded the work with a variety of fund-
ing sources, and that new generations of children were still being
cared for 20 years later. That is sustainable development.

Americans do care about children as evidenced from the contin-
ued growth of child-focused, faith-based organizations. Given that
there are inexpensive, proven solutions that exist, partners ready
to take action in the places most in need, the reduction by two-
thirds of child morbidity and mortality and turning around the ma-
ternal mortality problem is the easiest of the Millennium Develop-
ment Goals to meet.

In conclusion, if we as a nation are serious about achieving the
MDGs and wish to do what is right for children representing our
constituencies well, then we will support U.S. leadership on child
survival and ensure the passage of the Child Survival Act. Please
support this bill, champion its funding, and make it a success be-
cause it is truly a win/win situation. Thank you.

[The prepared statement of Dr. Peterson follows:]

PREPARED STATEMENT OF E. ANNE PETERSON, M.D., M.PH., DIRECTOR, CENTER FOR
GLOBAL HEALTH, WORLD VISION INTERNATIONAL

Thank you Chairman Payne, Ranking Member Smith and members of the Com-
mittee for calling for this hearing on child survival. Thank you, too, to Senator Frist
for your interest and commitment to the children of the world.

My name is Dr. Anne Peterson, and I am here today to represent the perspective
of faith-based organizations. I am the Director for the Global Health Centre at
World Vision, a Christian humanitarian organization operational in nearly 100
countries. World Vision provides hope and assistance to millions by joining with
local communities to tackle poverty and injustice, ensuring vulnerable children and
families reach their full potential.

I respectfully request to submit my longer written testimony for the record.

Today we have an incredible opportunity to keep global promises, convey the com-
passion of the American people, provide global leadership to help others, and
strengthen U.S. relationships with other countries.

You have heard information about the scope of the problem and the interventions
that could save two-thirds of the 10 million children who fall ill and die each year.
As Congress considers the Child Survival Act, I hope to shed light on four critical
areas on which the U.S. should focus to ensure children are rescued from prevent-
able diseases and death. In order to help save some of the more than 10 million
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children who die each year, the U.S. should (1) increase support for prevention ac-
tivities aimed at the household and community level, (2) engage directly with local
communities, (3) focus attention on children in conflict zones and in underserved
areas, and (4) support the role faith-based and community-based organizations fill
in addressing this tragedy.

WHAT SHOULD BE THE FOCUS OF A UNITED STATES GOVERNMENT CHILD HEALTH
STRATEGY?

The U.S. Government has long supported effective programs in child and mater-
nal health with interventions that have been confirmed in global medical literature
and the public policy arena. The US government should continue to support such
activities, but incorporate within this strategy an increased focus on preventive
interventions at the household and community level which can save the most num-
ber of lives. The Child Survival Act highlights this approach.

I first understood the need for this approach while visiting a small mission hos-
pital in Zaire, now the Democratic Republic of Congo, as a fourth-year medical stu-
dent. The pediatric ward was full of children, all with measles. I was appalled at
how many died of what in the U.S. was a minor and vanishing childhood infection.
A few weeks later, I went on an outreach mission into some of the local villages.
One child there changed my life. He was about 18 months old, but only the size
of a seven month old. He had the red hair and stunting of chronic malnutrition. He
had an enlarged spleen and anemia from chronic malaria. He had polio paralysis
in both legs and open infected sores from scabies. In the midst of the measles epi-
demic, his chances of survival were abysmally low. I then realized his problem was
the same as that faced by those small children under medical care in the hospital—
dying from something that could be prevented with minimal cost. If he had lived,
serious malnutrition at his young age would have compromised his intellectual ca-
pacity, and the polio would have left him paralyzed for life. So it is for the millions
of children who die and for the millions more who survive with less than their God-
given potential.

Child survival goes far beyond providing medication for an illness—it means get-
ting serious about the things that keep people healthy. It would be a mistake to
think that focusing solely on improving clinical solutions will have the greatest im-
pact on the diseases and illnesses that plague so many young children. For example,
Oral Rehydration Salts provided to children with diarrhea are a good thing, yet they
fail to address the underlying cause of the diarrhea which can often be traced to
the dirty drinking water they consumed in the first place. The inexpensive house-
hold interventions that could provide safe drinking water right to the mouths of
children aren’t provided, and diarrhea often ensues. Other issues such as malnutri-
tion have long been neglected despite knowledge that malnutrition contributes to
more than 50 percent of child deaths. Lack of food is not the only problem, though
agricultural productivity and poverty play a role. Poor diet, seasonal food insecurity
and closely spaced births all contribute to malnutrition. Diseases like diarrhea and
malaria take an additional toll.

World Vision is actively involved in addressing the primary underlying causes of
child morbidity and mortality across the globe. Our Micah Project, working in five
countries in Africa, reached 2.7 million direct beneficiaries and reduced malnutrition
by up to 30 percent within 3 years through diet diversification, disease prevention
(such as distributing bed-nets and Oral Rehydration Salts), enhancement of food se-
curity and education of parents. Similarly, our community-based therapeutic care
has moved the emergency treatment of acutely malnourished children from lengthy,
expensive inpatient care to community-centered, home-based interventions using a
ready-to-eat food, “Plumpy’nut.” This approach has shown better results for more
children over the course of eight weeks than the previous inpatient programs, at a
fraction of the cost. Both programs are being replicated in additional countries in
Africa and Asia.

Like us, parents everywhere want their children to stay healthy and grow up to
their full potential. The U.S. should increase support for efforts that help families
realize this right using proven, cost-effective interventions that prevent disease.

WHERE SHOULD THE U.S GOVERNMENT FOCUS THIS WORK?

You will note from the story I shared earlier that by the time a sick child reaches
a clinic it is often too late to undo the harm. Most disease and death occur not at
health-care facilities, but at home, and can be prevented there. The Lancet series
referred to in the Child Survival Act recommends a package of key interventions.
Most of these can be implemented in communities and households, with the excep-
tion of simple clinic-based interventions like safe birthing and delivery.
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There is considerable global dialogue about the changes needed in policies to ad-
dress shortfalls in human capacity (too few doctors and nurses) and overburdened
or weak health systems—both of which are real concerns. However, this focus ig-
nores the “whole health system” which includes civil society and community level
efforts. To truly improve the lives of children, decrease child and maternal mor-
tality, and achieve the Millennium Development Goals, a comprehensive package of
interventions to prevent childhood illness and death must be implemented at scale
at the community level where disease occurs. Community level perspective and par-
ticipation helps improve outcomes and avoid what are currently missed opportuni-
ties by ensuring better health integration and greater synergy with other sectors
such as economic, agricultural and educational development. By focusing at this
level, there is greater assurance that child deaths will not only be reduced, but that
a healthy environment will ensue where children and families will be able to experi-
ence life in all its fullness.

WHO MOST NEEDS OUR ASSISTANCE?

UNICEF and the World Health Organization have identified countries with the
worst health indicators. Yet even in countries with better indicators, disparities and
inequities are growing. As we seek to finish the “unfinished agenda,” we will need
to pay increasing attention to the hardest to reach—the poorest, the
disenfranchised, the homeless, and those in conflict zones. These are the children
and families who live in inaccessible valleys, are caught in deep poverty, are among
neglected tribal groups, are disenfranchised or are caught in the cross-fire of conflict
zones.

We know that for almost every health indicator or intervention, the poor do worse
than the rich and have less access to preventive services or health care. The places
with the worst health indicators—those furthest from achieving most of the Millen-
nium Development Goals—are most often war-torn areas. Increasingly, millions of
women and children are living in these disaster and conflict zones. They need pro-
tection from the harm of conflict, but they also need and have the right to the same
things as children everywhere—a healthy diet, clean drinking water, a bed net to
keep away mosquito-borne diseases, immunizations, and access to clinical care.

Where there is conflict, it almost always means that the government cannot fulfill
its mandate to care for its own people. However, many times NGOs are there, from
Medicins Sans Frontieres, to Senator Frist’s work with Samaritan’s Purse in South
Sudan, to World Vision in Afghanistan. At risk to themselves and their families,
staff from NGOs and faith-based organizations are often the first to respond in the
hardest places and the last to leave. When I visited Afghanistan with USAID in
2004, two local NGO staff had been killed the previous week because of the associa-
tion with the U.S. government. Yet even as their peers grieved, the head of their
organization told me he and his staff were determined to continue bringing hope to
their people. And that hope was being realized. Visiting a small clinic outside the
town of Herat, Muslim elders thanked USAID saying, “Our women no longer die
in childbirth and our children do not get sick and die. This is the ‘Peace Dividend.””

How can we assure the most needy populations are reached? There must be care-
ful measurement of what is happening and solid data to identify systematic inequi-
ties. This data will allow better, more purposeful targeting of programs to assist the
poorest, the forgotten, and those in harm’s way. The links between the work of the
Office of Foreign Disaster Assistance and the Child Survival and Health Programs
development portfolio should be strengthened by USAID, and the work of U.S. gov-
ernment partners should be geared toward reaching the most needy.

WITH WHOM SHOULD THE U.S. GOVERNMENT BE WORKING?

There are vibrant examples of the role Governments play in aiding their own citi-
zens to prevent childhood illness and death, such as Ethiopia, which has been train-
ing 20,000 health outreach workers. However, few Ministries of Health are able to
reach deeply into the communities and provide a high level of coverage of preventive
interventions. In order to achieve success and increase coverage, there must be a
partnership between civil society and government. Faith-based and community-
based organizations help provide this crucial link.

We are entering a new era where the divide between government and civil society
in development work is being overcome. I have recently seen a new and more inten-
sive level of cooperation between NGOs and governments and a strengthening of
public-private partnerships to address these global health challenges. A component
of World Vision’s health strategy is to facilitate access to quality care through part-
nerships—mainly with Ministries of Health. These partnerships have raised aware-
ness of immunization’s benefits and ensured that vaccines are available for remote
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communities where the needs are often greatest. Differences in culture, organiza-
tional priority, and even historical competition for resources are now being overcome
and synergistic cooperation is now benefiting more children.

Faith-based and community-based organizations are essential partners in the
fight to reduce child mortality worldwide and are often the key to mobilizing com-
munities to achieve these ends. Ensuring progress on the Millennium Development
Goal of reducing mortality for children under five by two-thirds by 2015 will require
the networks, support, trust, and influence that only faith-based and community-
based organizations can provide.

According to the World Health Organization, faith-based and community-based or-
ganizations account for as much as 30% to 70% of all health care in sub-Saharan
Africa, and are an important component of health care delivery throughout the
world. Organizations like World Vision are often deeply embedded in the community
and have spent decades providing care, support, treatment and prevention at the
local level, in many cases where no other provider of care exists. The value of these
organizations rests in the influence and support they have in the local community,
enabling better mobilization of resources, people and services. They also have built
far-reaching networks. Many faith-based organizations have as their specific man-
date to reach the poor and intervene when others suffer from poverty, sickness, dis-
ease, and death.

Faith-based and community-based organizations also contribute to more sustain-
able solutions and help reduce dependence on foreign aid. Faith-based institutions,
churches, and community groups which have existed for many years empower par-
ents and community elders, ensuring the impact lasts beyond the life of a grant or
time-bound funding stream. Twenty-five years ago I served with Mission Moving
Mountains, a small mission organization in Kenya working with the local Anglican
Church conducting community-based health programs. In three years, the work ex-
panded from zero to 29 villages. A small USAID grant of $25,000, alongside other
funding, facilitated this successful growth. More importantly, I went back recently
and found that the church had continued to expand the work, obtaining funding
from a variety of sources. They were still successfully reaching out to new genera-
tions of children 20 years after USAID funding had ceased.

Americans, your constituents, show their care for children by their personal con-
tributions to their favorite charities, many of which, like World Vision, have seen
remarkable growth in recent years. There are strong trends among many NGOs, in-
cluding faith-based organizations, to use best practices and achieve measurable re-
sults—something in which both public and private donors increasingly seek to in-
vest. Faith-based and community organizations are better able than ever to deliver
results based on clear strategies and strong accountability.

CONCLUSION

If we as a nation are serious about achieving the Millennium Development Goals,
then we will support U.S. leadership on child survival and ensure passage of Child
Survival Act. Given the inexpensive, proven solutions that exist, the reduction of
child morbidity and mortality by two-thirds represents one of the easiest goals to
achieve.

However, funding alone will be insufficient. Efforts must be focused on those
interventions that make the most difference, targeted where the need is greatest,
directed to those who need the most help, and implemented in conjunction with
trusted partners who have a track record of success.

Please make this your personal issue. As parents yourselves, as representatives
of all the parents in your constituencies, and for the children who lack other rep-
resentatives, I encourage you to tenaciously pursue justice, health, and hope on
their behalf.

I urge you to pass the Child Survival Act. It is the right thing to do for the chil-
dren. It is good politics, building relationships across the world and with constitu-
encies at home. The cost is small compared with much of what you are asked to
fund, yet can show such gain in lives, in hope and in restored relationships. This
truly is a win-win situation. Please support this bill and champion the funding to
make it a success.

Mr. PAYNE. Thank you very much.
Dr. Metangmo.
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STATEMENT OF PIERRE-MARIE METANGMO, M.D., M.PH.,
M.B.A, DEAN, FUTURE GENERATIONS

Dr. METANGMO. Thank you, Chairman, and Ranking Member
Smith, and distinguished member of the African Global Health
Subcommittee, for the opportunity and honor to share with you a
few reflection on my 20 years of experience working on child health
program in rural Africa, Asia, and Latin America.

These experiences are just the tip of the iceberg. The iceberg
being more than 20 years of USAID-funded child survival program,
supporting millions of models, hundreds of thousands of health
workers, committee health workers, nurses, health professional in
groviding affordable and very simple effective health care to chil-

ren.

The previous speakers have provided a caricature of where we
stand today in our effort to reduce under-5 mortality. Now, I want
to bring the perspective of a professional African and committee
leader born and raised in Cameroon who had led community-based
child survival program all over the world.

After graduation from medical school in France, I worked for the
Cameroon Government as district medical officer. I then joined
Plan International in the position of West Africa Health Advisor.
And 9 years ago, I came to the United States as a senior child sur-
vival specialist providing leadership for Plan global child health
programs. I most recently joined Future Generations as Dean of
the Graduate School for Applied Community Change and Con-
servation.

However, today I am privileged to speak for the voiceless and
powerless mothers and children from Africa and beyond, to those
of you who can make it possible for millions of such people to live
instead of die.

When I was a child growing up in Cameroon, I had to accompany
my mother twice a day to fresh water at the river a half a mile
away. I did wonder why the village was not built along the river-
side. As a child, this made sense for me, to bring the people close
to the river, and beside this had prevent me from one mile walk
every day.

And after I graduated from medical school and went back home
to work in Hospital de Dschang, I kept wondering why people could
not simply move to live closer to the hospital or health centers. It
was not until much later that I understood how important it was
to take essential services to the people rather than bringing the
people to the essential services. This simple task is possible, is af-
fordable, and we should do it.

Indeed, during my years at the Hospital de Dschang, one
evening, Ntuma, a young woman whom I had rescued 2 months
previously from an obstructed labor pounded at my door crying,
“Doctor, save my baby.” I quickly took the baby in my arm only to
discover that it was too late.

I learned that 5 days earlier, the 2-month-old baby had started
coughing and had developed difficulty breathing. The baby’s condi-
tion gradually worsened and no one realized how serious the situa-
tion was.

That was the turning point in my life. I knew that if Ntuma and
her family had learned about the danger sign of pneumonia in
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young children, they might have sought medical care earlier and
the child might not have died. I also knew that if in Ntuma’s vil-
lage, this remote village, there was a health worker, committee
health worker who were trained in identifying and treating pneu-
monia in children, he or she may have saved the life of this baby.

The experience opened my eyes to the importance of community-
based programs that seek synergy between simple, effective health
intervention and empowerment of local people. That is what non-
governmental organizations such as Plan, Future Generations, and
thousands of others are doing to save the lives of millions of chil-
dren who otherwise will have died from pneumonia, diarrhea, mea-
sles, neonatal tetanus, and malnutrition.

Plan is one of the world’s largest community development organi-
zations, working at present in 46 countries, and dedicated to im-
proving the lives of destitute children.

Future Generations, another organization working in Afghani-
stan, China, India and in Nepal, is also interested in advancing
community empowerment. In 2002, Future Generations founded an
international graduate school offering a master’s degree in applied
community change and conservation. This school teaches processes
for equitable social change, community empowerment, and its ap-
plication to maternal and child health.

In my village in Cameroon, the number of child deaths has dras-
tically decreased as a result of community-based health activities.
Safe water is provided. Children are regularly immunized and dis-
eases such a malaria and pneumonia are detected and treated ear-
lier.

For this life-saving important fact to occur, a three-way partner-
ship has been essential, involving the community, the local admin-
istration, and external funding. Another important variable was
the training of community health workers.

Expanding this intervention to reach the hard-to-reach requires
a sustained and high level of funding from the U.S. Government,
and from other donors contribution. Also, this requires new part-
nership and alliances that ensure that more children in impover-
ished communities live to their 5th birthday and beyond.

In conclusion, Chairman Payne, Ranking Member Smith, and
distinguished member of the African Global Health Subcommittee,
your leadership and continued support is crucial to ensure ade-
quate resources are mobilized to save the lives of millions of chil-
dren in Africa, Asia, and Latin America when we act now, and yes,
we can.

Thank you.

[The prepared statement of Dr. Metangmo follows:]

PREPARED STATEMENT OF PIERRE-MARIE METANGMO, M.D., M.PH., M.B.A., DEAN,
FUTURE GENERATIONS

Good morning Chairman Payne, Ranking Member Smith, and distinguished mem-
bers of the House Subcommittee on Africa and Global Health. Thank you for this
opportunity and honor to share with you a few reflections on my 20 years of experi-
ence working on child health programs to improve health conditions in rural Africa,
Asia, and Latin America.

My experiences represent just the tip of a massive iceberg—that iceberg being 20
years of Child Survival programs funded by the U.S. government through its Child
Survival and Health Grant Program. This program gives support to U.S.-based pri-
vate voluntary organizations (PVOs) to work with millions of mothers and hundreds
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of thousands of community health workers, midwives, and health professionals in
impoverished communities to provide simple interventions that save children’s lives.

The previous speakers have provided a clear picture of where we stand today in
our global effort to reduce under-5 mortality by two-thirds by the year 2015. I would
like to bring the perspective of an African professional and community leader born
and raised in Cameroon who has led community-based child survival programs all
over the world. After graduation from the medical school of Lille in France, I first
worked seven years with the Cameroonian government as district medical officer in
Dschang in the Western Province.

I then joined Plan International in the position of West Africa Regional Health
Advisor, working in Senegal for two years. Nine years ago, I came to the United
States as Plan global child survival specialist providing leadership for child health
programs in 46 countries. I most recently joined Future Generations as Dean of its
new Graduate School for Applied Community Change and Conservation.

Today, I am privileged to speak for the voiceless and the powerless mothers and
children from Africa—and indeed from impoverished communities all around the
world—to those of you who can make it possible for millions of such people to live
instead of die.

When I was a child growing up in the village of Bafou, Cameroon, as the first-
born I had to accompany my mother twice a day to fetch water at the river half
a mile away. The question I had then was, “Why didn’t the leaders build the village
along the river side?” And, after I graduated from medical school in France and
went back home to work in the Hopital de Dschang (10 Km from Bafou), I kept won-
dering why people couldn’t simply move to live closer to a hospital or health center
for easy access to quality health services. It was not until much later that I had
to switch my focus to the essential services moving to the people rather than the
people moving to the services.

Indeed, during my years at the Hopital de Dschang, one evening as my family
and I were having dinner, Ntuma, a young woman whom I had rescued two months
previously from an obstructed labor and who had left the maternity ward with a
healthy baby, pounded at our door crying, “Doctor, save my baby, please save my
baby!” 1 quickly took the baby in my arms only to discover that it was too late.

I learned that five days earlier, the two-month-old baby had started coughing and
had developed difficulty breathing. The baby’s condition gradually worsened and no
one realized how serious the situation was. Ntuma’s husband decided to wait until
the next morning to seek advice from the elders. It was not until the following after-
noon that Ntuma and her mother-in-law gathered some money from their family
members and walked five hours down a path, wading through a big river, to finally
reach me at my house next to the hospital.

That was the turning point in my life. I knew that, if Ntuma and her family had
learned about the danger signs of pneumonia in young children, they might have
sought medical care earlier and the child might not have died. I also knew that if
a local community health worker was trained to diagnose and treat pneumonia in
children in that village where mothers have no medical care available to them, he/
she might have provided care to save the baby’s life. The scientific research is con-
clusive: the lives of millions of children like Ntuma’s baby can be saved through
fleadily affordable community-based programs that Ntuma’s community did not

ave.

This experience opened my eyes to the importance of community-based programs
that seek synergy between simple, effective health interventions and empowerment
of local people. Through the grassroots work of non-governmental organizations such
as Plan, Future Generations, and thousands of similar NGO’s working with govern-
ments and international donors, community-based primary health care programs
are saving the lives of millions of children who otherwise would have died from
pneumonia, diarrhea, measles, neonatal tetanus, and malnutrition.

Plan is one of the world’s largest community development organizations, working
at present in 46 countries, and dedicated to improving the lives of destitute children
around the world. Plan currently has three U.S. government-funded child survival
grants in Cameroon, Kenya and Nepal that benefit 613,285 children and 875,000
women of reproductive age. Through these grants, the women and children benefit
from interventions which promote nutrition, immunizations and family planning.
The children are treated for childhood pneumonia, and death by malaria is pre-
vented through insecticide-treated bed nets and access to early and proper treat-
ment.

In Plan’s USAID-funded Child Survival project in Nepal, the percentage of chil-
dren in our project area whose mothers gave them oral rehydration solution when
they had diarrhea increased from 34% to 67% in three years. The Pregnant Wom-
en’s Group initiative which brings together 10 to 15 pregnant women for weekly
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self-help activities with counseling from community health workers has reduced the
under-5 child mortality by 50 percent as compared with control groups.

Future Generations is another non-governmental organization committed to com-
munities. Based in Franklin, WV, Future Generations works in Afghanistan, China,
India and Peru to empower communities and women to improve their health and
quality of life. In 2002, Future Generations also founded an international graduate
school, offering a master’s degree in Applied Community Change and Conservation.
This school teaches processes for equitable social change, community empowerment,
and its application to maternal and child health.

In Afghanistan, which has the third-highest under-5 mortality rate in the world,
Future Generations work has transformed numerous communities and countless
mothers by the knowledge of simple and practical approaches. These approaches in-
clude the promotion of exclusive breastfeeding during the first six months of life,
handwashing, the use of oral rehydration solution for childhood diarrhea, and other
simple and readily affordable activities. As a result, lives are saved.

In my village in Cameroon, the number of child deaths has drastically decreased
as a result of community-based health activities. Safe water is now provided by
hand pumps from wells. Through the efforts of the local health center, children are
regularly immunized and diseases such as malaria and pneumonia are detected and
treated earlier. Community health education has resulted in better sanitation and
hygiene as well as more informed breast-feeding practices among women.

For these village improvements impacting child health to occur, a three-way part-
nership has been essential involving the community, the local government adminis-
tration, and external funding support. Another important element has been the
training and support of local health workers.

Child survival programs played an important role in reducing the number of chil-
dren dying around the world each year from 20 million in 1960 to less than 10 mil-
lion now in spite of the fact that the number of children born annually has risen
from 96 million in 1960 to 135 million currently. However, in order to reach the
global goal of reducing under-5 mortality by two-thirds by the year 2015, we will
need to achieve the following:

1. Reach the hard-to-reach and the poorest-of-the-poor through programs that
ensure equity;

2. Expand coverage of simple and effective child survival interventions on a
much larger scale than is currently possible; and,

3. Ensure that funding is available to make these programs sustainable in the
long-term as poor countries and poor communities gradually absorb the cost
of these programs.

Achieving this will require a sustained and higher level of funding from the U.S.
government and from other donor countries around the world than has been avail-
able to date. Achieving this will also require a stronger engagement of communities
and their creativity and resources. It will require new partnerships and alliances.
And it will require a higher level of commitment to first-class operations’ research
to ensure the effectiveness of large-scale programs. Only these partnerships will en-
sure that more children in Africa, Asia, and Latin America live to their fifth birth-
days and beyond.

The world has the resources and the technical “know how” to ensure that fewer
and fewer children in the poorest countries of the world die from readily preventable
or treatable conditions. Now is the time for the American people and the United
States government to expand their support and contribute their fair share to make
this possible. Because of the generosity of the American people, much has been
achieved for the world’s children. But much more is still left to do.

In conclusion, Chairman Payne, Ranking Member Smith, and distinguished mem-
bers of the Subcommittee on Africa and Global Health, I appreciate your interest
in and attention to this critical matter of saving children’s lives throughout the
world. All of us who work on behalf of mothers and children around the world look
forward to your continued strong support.

Your leadership is crucial to ensure adequate resources for this great and historic
global effort to combat child mortality in the poorest countries of the world. Just
as Ntuma’s baby could have been saved with more resources and community-based
health education, millions of other babies will be saved when we act now!

Mr. PAYNE. Thank you very much.
Dr. Walley.
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STATEMENT OF ROBERT L. WALLEY, M.D., EXECUTIVE
DIRECTOR, MATERCARE INTERNATIONAL

Dr. WALLEY. Mr. Chairman, Mr. Smith, distinguished members
of the committee, please excuse my voice. It was the air conditioner
on the aircraft has done this to me.

This is a unique experience for me. You know, 20 years ago Dr.
Rosenfield and Deborah Maine published a paper in The Lancet en-
titled “Where is the M in MCH?,” “Where is the Mother in Mater-
nal and Child Health?” I am pleased that I am here as the obstetri-
cian and a gynecologist to put the M into your deliberations.

Mothers in the developing world are experiencing unimaginable
suffering due to the scandalous lack of effective care during preg-
nancy and child birth with a consequence that many thousands are
dying. The World Health Organization claims that there are
600,000 maternal deaths annually, of which 99 percent occur in de-
veloping countries. However, there is no actual data to substantiate
these numbers. The reason being that most developing countries do
not report information on births, deaths, the sex of dead people, or
the cause of death.

However, figures from my experience at a mission hospital in Ni-
geria where the in-hospital maternal mortality ratio was 1,700 per
100,000 live births illustrates the enormity of the situation. Some
200 million women are pregnant worldwide each year. Most moth-
ers deliver in villages without access to safe, clean facilities in
which to deliver and without a trained person to assist them. Most
maternal deaths occur during the last trimester and the first week
following delivery.

Prior to going to Nigeria in 1991, I had never been present or
had a mother die under my care from a direct obstetrical cause,
and in 35 years I have never experienced one. Maternal deaths in
Canada are on the level of what is called “irreducible minimums,”
at one, maybe two per 100,000 live births. However, in the mission
hospital maternal deaths are almost a daily event, and I recall one
weekend during which there were four deaths of mothers who had
arrived in the hospital in extremis, one from hemorrhage, one in
agony from obstructed labor, and another after days in labor with
a ruptured uterus as she was young and consequently her pelvis
was too small. Others would arrive unconscious due to pregnancy-
induced hypertension or suffering from malaria or severe anemia
resulting from malnutrition.

Most mothers in Africa die alone and in terror in the villages as
they have no way of getting to the hospital. Not only are the lives
of these mothers abruptly ended, but also the lives of their babies
and in the aftermath the chances of survival of their younger chil-
dren decreases dramatically resulting in the disintegration of their
families.

Thirdly, these deaths represent only the tip of the iceberg. It is
estimated that for every death, 30 more suffer long-term damage
to their health; for example, from obstetric fistulae. These arise in
young mothers, as a consequence of neglected obstructed labor—
lack of Caesarean section—and also from cultural practices, for ex-
ample, Gisiri cuts and female circumcision. The result is because
of damage to the bladder and rectum these mothers become incon-
tinent of urine and feces.
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Consequently, they are complete outcasts and are treated worse
than lepers by husbands, partners, families and societies simply be-
cause they are wet, filthy and offensive. They suffer pain, humilia-
tion, and lifelong debility if not treated. Worldwide perhaps 2 mil-
lion of these poor, young and forgotten mothers are living with this
problem mostly in Africa. Reliable hospital data in Ghana gives the
incidence of obstetric fistulae as 2 percent of all births. These
deaths of mothers and babies are the greatest tragedies of our
times, especially since they are readily preventable and the cause
is treatable. Obstetric fistulae can be treated surgically but at
present there are insufficient trained doctors, nurses or specialized
hospitals.

The problems of maternal health and the need for improved
health care has been discussed by the international community for
years, most recently as the Millennium Development Goal No. 5,
the improvement of maternal health by reducing maternal mor-
tality and morbidity by 75 percent. It is admitted by the U.N. and
the international health community that this goal is the most ne-
glected of all the MDGs.

A report in the British Medical Journal in July of last year com-
mented that at the present rate of progress the MDGs will not be
met for 275 years, that is, 2282, and not 2015 as intended. The rea-
sons are poverty, lack of compassion, lack of political and profes-
sional wills, a conspiracy of silence, and a lack of imagination.

The consensus of the obstetrical community is that mothers need
essential prenatal care, skilled attendants at all deliveries and spe-
cialist care for life threatening complications. While billions of dol-
lars have been spent on so-called reproductive health programs and
more is demanded, only a small fraction is focused on providing the
services that ensures mothers and their babies survive preg-
nancies.

In my experience, mothers in Africa are optimistic and want to
have babies as they know they are the future of their families, com-
munities and countries. Mothers in developing countries do not ex-
pect to die or suffer birth injuries, and those who die obviously
have no voice, only ours, to plead their causes for adequate care,
care of the sort which mothers have access to in the United States
of America and Canada, which is second to none, but which is fre-
quently taken for granted.

MaterCare International was established by obstetricians con-
cerned by the tragic state of maternal health in developing coun-
tries. We have worked in Nigeria and Ghana, Sierra Leone, and
Rwanda and Kenya, working with local churches that provide 30
to 40 percent of the beds. We work with our local colleagues. In ad-
dition to providing most of the health care in rural areas in African
countries, these faith-based hospitals have for many years enjoyed
the confidence and trust of many mothers and their families.

MCT’s approach has been to put into practice the old obstetrical
adage that live health mothers produce live healthy babies. As a
consequence, MCI has developed a model of comprehensive rural
maternal health care based on local causes of mortality and the cir-
cumstances under which they occur.

This model is similar to the one we have had in Newfoundland
for 70 years where it was one of the, and still is, the poorest prov-
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inces in the whole of North America. It is a way of taking essential
obstetrical services, found usually in hospitals, closer to the moth-
er. It provides at around small 30-bed mission hospital, full pre-
natal care with treatment for common medical conditions, for ex-
ample, malaria, HIV, severe anemia, with immunization against
tetanus and specialist management of life threatening obstetrical
complications; for example, Caesarean section, blood transfusion.

The hospital is linked by radio to an emergency obstetrical trans-
port which can go to the mother with life threatening complications
with the equipment needed to resuscitate her and then to transfer
her to the hospital in a safe and timely manner. The hospital is
linked to rural clinics, staffed by trained midwives, also providing
pre and postnatal care, safe delivery and early referral.

A training program for doctors, midwives in emergency obstet-
rics, is provided. Traditional birth attendants are taught to identify
and refer mothers at risk to the nearest clinic early. It is known
that at least 15 percent of normal pregnancies and labors may run
into complications, so the radio and transport system is able to
meet these emergency needs.

This model was developed in Nigeria in the early 1990s and has
been functioning now in Ghana since 1997. Evaluation has shown
an increase in referrals to the hospital of mothers with complica-
tions and thus an inference can be made that maternal deaths
have been reduced. The cost of that sort of program for 5 years is
$2.5 million, Canadian or United States dollars, a mere pittance
compared with the cost of hospitals in our own countries. Our fund-
ing proposals for projects in Sierra Leone, Rwanda and Kenya to
government agencies, however, have been turned down.

That any mother in the 21st century should die having her baby
or sustain a birth injury is an international disgrace. This tragedy
will only be solved one mother at a time with appropriate obstet-
rical care to which she has a fundamental right, and this year is
theh60th anniversary of the Universal Declaration of Human
Rights.

I would like to add a plea in particular for refugee mothers who
seem to be left out of the discussion and whose suffering is im-
mense. We obstetricians know what we have to do and for whom,
and I think your legislation is a generous way of providing the
how. I thank you very much. Thank you.

[The prepared statement of Dr. Walley follows:]

PREPARED STATEMENT OF ROBERT L. WALLEY, M.D., EXECUTIVE DIRECTOR,
MATERCARE INTERNATIONAL

Mothers, in the developing world, are experiencing “unimaginable suffering” due
to scandalous lack of effective care during pregnancy and childbirth with the con-
sequence that many thousands are dying. The World Health Organization claims
that there are 600,000 maternal deaths annually of which ninety-nine per cent occur
in developing countries. However, there is no accurate data to substantiate these
numbers, the reason being that most developing countries do not report information
on births, deaths, the sex of dead people or the cause for death. However, figures
from my own experience at a mission hospital in Nigeria where the in-hospital ma-
ternal mortality ratio was 1,700/100,000 live births illustrates the enormity of the
situation.

Some 200 million women are pregnant world-wide each year. Most mothers de-
liver in villages without access to safe, clean facilities in which to deliver and with-
out a trained person to assist them. Most maternal deaths occur during the last tri-
mester and in the first week following delivery. Prior to going to Nigeria in 1981,
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I had never been present or had a mother die under my care from a direct obstet-
rical cause. Maternal deaths in Canada are at the level of what is called irreducible
minimums, 1/100.000 live births. However, in the mission hospital maternal deaths
were almost a daily event and I recall one weekend during which there were four
deaths of mothers who had arrived at the hospital in extremis from haemorrhage,
one in agony from obstructed labour, and another after days in labour with a rup-
tured uterus as she was young and consequently her pelvis was too small. Others
would arrive unconscious due to pregnancy induced hypertension or suffering from
malaria, or severe anaemia resulting from malnutrition. Many more mothers die in
Africa alone and in terror in the villages as they have no way of getting to the hos-
pital. Not only are the lives of these mothers abruptly ended but also the lives of
their babies, and in the aftermath the chances of survival of their young children
decreases dramatically resulting in the disintegration of their families.

Sadly, these deaths represent only the tip of the iceberg. It is estimated that for
every death, 30 more suffer long-term damage to their health, e.g. from obstetric
fistulae. These arise in young mothers, as a consequence of neglected obstructed
labour (lack of Caesarean section) and also from cultural practices e.g. Gisiri cuts
and female circumcision. The result is because of damage to the bladder and rectum
these mother become incontinent of urine and/or faeces (obstetric fistulae). Con-
sequently, they are complete outcasts and are treated worse than lepers by hus-
bands/partners, families and societies, simply because they are wet, filthy and offen-
sive. They suffer pain, humiliation, and lifelong debility if not treated. World-wide
perhaps 2 million of these poor, young and forgotten mothers are living with the
problem mostly in Africa. Reliable hospital data in Ghana gives the incidence of ob-
stetric fistula as 2% of all births. These deaths of mothers and babies are the great-
est tragedies of our times especially since they are readily preventable and treat-
able. Obstetric fistulae can be treated surgically but at present there are insufficient
trained doctors, nurses or specialised hospitals.

The problems of maternal health, and the need for improved health care has been
discussed by the international community for years, most recently as Millennium
Development Goal (MDG) No 5 to improve maternal health by reducing maternal
mortality and morbidity. It is admitted by the UN and the international health com-
munity that this goal is the most neglected of all the MDG’s. A report in the British
Medical Journal in July 2007 commented that at the present rate of progress the
MDGs will not be met for 275 years i.e. 2282 and not in 2015 as intended. The rea-
sons are poverty, lack of compassion, lack of political and professional wills, a con-
spiracy of silence, and a lack of imagination.

The consensus of the obstetrical community is that mothers need essential pre-
natal care, skilled attendants at all deliveries and specialist care for life threatening
complications. While billions of dollars have been spent on reproductive health pro-
grammes and as more is demanded only a small fraction is focused on providing the
services that ensures mothers survive their pregnancies.

In my experience mothers, in Africa are optimistic and want to have babies as
they know they are the future of their families, communities and countries. Mother
in developing countries do not expect to die or to suffer birth injuries and those who
die obviously have no voice, only ours, to plead their cases for adequate care, care
of the sort which mothers have access to in the United States of America and Can-
ada which is second to none, but which is frequently taken for granted. I have found
that mothers in Africa are becoming aware of what has been done to unborn babies
in the rich world. They are becoming increasingly angry and resistant at attempts
at coercion by NGOs to make them accept the killing their babies which is totally
contrary to their faith and cultural and beliefs. It is egregious that any government
or international health agency should suggest that the lives and health of African
mothers should be improved by the killing of their unborn babies. We are all too
familiar with the violence caused to women by commission e.g. by sexual assault,
genital mutilation and torture but this neglect of mothers is violence as the result
of omission. The root cause of all this suffering will not be solved by more death
and despair.

MaterCare International (MCI) was established in 1995 by obstetricians par-
ticular concerned about the tragic state of maternal health in developing countries.
MCI has extensive experience in West Africa, in particular Nigeria, Ghana, Sierra
Leone, Rwanda and Kenya working with local Churches that provide 30—40 % of
the beds and with local colleagues. In addition to providing much of the healthcare
in rural African countries, these faith based hospital while for many years enjoyed
the trust of mothers and their families, MCI’s approach has been to put into practice
the old obstetrical adage that live healthy mothers produce live healthy babies. As
a consequence, MCI has developed a model of comprehensive, rural, maternal health
care based on local causes of mortality and the circumstances under which they
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occur. This model is a way of taking essential obstetrical services found usually only
in hospitals closer to the mother. It provides, at a small 30 bed mission hospital,
full prenatal care, with treatment for common medical conditions e.g. malaria, HIV
and severe anaemia, with immunization against tetanus, and specialist manage-
ment of life threatening obstetrical complications with for example caesarean sec-
tion, blood transfusion, and manual removal of the placenta; and post-partum care
including family planning through fertility awareness. The hospital 1s linked by
radio to an emergency transport which can go to the mother with life threatening
complications with the equipment needed to resuscitate her and then to transfer her
to the hospital in a safe and timely manner. The hospital is linked to rural clinics,
staffed by trained midwives also providing pre and post natal care, safe delivery and
early referral of complications. A training programme for doctors and midwives in
emergency obstetrics and training is provided and traditional birth attendants
(TBAs) are taught to identify and refer mothers at risk to the nearest clinic. It is
known that at least 15% of normal pregnancies and labours may run into complica-
tions, so the radio and transport system is able to meet these emergency needs.

This model was developed in Nigeria in the early 1990’s and refined in Ghana
where it has been functioning since 1997. Evaluation has shown an increase in re-
ferrals to the hospital of mothers with complications and thus an inference is that
maternal deaths have been reduced. The cost of running this sort of programme for
5 years we estimate to be $2.5 million, Canadian or US dollars, a mere pittance
compared with the cost hospitals in our countries. Our funding proposals, for
projects in Sierra Leone, Rwanda and Kenya to government agencies, however have
been turned down.

That any mother in the 21st century should die having her baby or sustain a birth
injury is an international disgrace. This tragedy will only be solved one mother and
hetil Eaby at a time with appropriate obstetrical care to which she has a fundamental
right.

Mr. PAYNE. Thank you very much. Let me thank all of the wit-
nesses for the very compelling testimonies. We are all on the same
page. We just have to figure out how we move it through.

We talked about the PEPFAR program before, and I wonder if
any of you could comment on how you feel that there could be bet-
ter coordination with PEPFAR—if we can get appropriate funding
at the level we are requesting. How much of an impact could that
have on the areas that you are interested in child survival?

Dr. PETERSON. Chairman Payne, I would be happy to answer
that question. It is something that I struggled with a lot when I
was at USAID and part of the reason that I am doing what I am
doing now is because I really felt like we had neglected child sur-
vival.

One of the lessons we are learning in Africa, not just as PEPFAR
goes forward, but the Global Fund and other large amounts of
money focused singularly on AIDS, TB and malaria is that the re-
sources then shift to addressing those very needy causes. I have
worked in AIDS since 1982. I saw my first AIDS patient in Zaire
in 1982. I saw my second one in New York, Long Island, that same
year, so I have been back and forth.

But what we are seeing is that the people and resources are
shifting and in fact if you look at the UNICEF report on Botswana,
which is one of the exemplary countries for having dealt with
HIV/AIDS, look at the under-5 mortality rate and it has doubled
since 1990. We do not want to address HIV/AIDS at the expense
of children, and what one could do is link your PEPFAR and AIDS
funding and make sure that as you focus resources on that needful
area that the health resources that complement it and keep it in-
tact, the health system also grow with the increases in AIDS. That
way you will not have these hydraulic shifting for people and the
resources away from one needy area to another.
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Mr. PAYNE. Yes?

Dr. WALLEY. I think one of the concerns I always have in dealing
with international funding agencies is that their funding comes too
compartmentalized, and they are not adaptable. So HIV/AIDS
treatment, obviously, is a very important part of prenatal care as
is immunization for children. Immunization of mothers is very im-
portant against tetanus. And the problem is your country’s agen-
cies only fund one particular type of program. So the mother falls
through the cracks because at the end we are all trying to make
a difference at the village level, not up there in Ottawa.

Mr. PAYNE. So you think that, I guess, there really should be a
call for more holistic or comprehensive approach to be able to inte-
grate the needs. What can the U.S. do now to ensure that maternal
and child health programs and interventions are being linked and
integrated into work? Do you think that PEPFAR needs to perhaps
focus a bit more on that, or do you think that the countries them-
selves—with many of them not having strong health depart-
ments—need to focus a bit more on that? I think one of the good
results from PEPFAR is that it is helping to establish health de-
partments, units, and ministries in countries to strengthen them,
which is certainly needed with the influx. So we are trying to so-
licit suggestions from you as how that could be better, PEPFAR
funds could be better integrated.

Yes, Doctor.

Mr. OOT. It seems to me one of the opportunities is to more clear-
ly define success to include improving maternal newborn child
health as part of what we are trying to achieve through PEPFAR.

So in other words, when we do system strengthening, it is not
only for that single purpose but it is in fact to improve the lives
and the survival of mothers, newborns and children. I think that
can be done without diluting the impact. In fact, I think it is nec-
essary in order to be able to deliver effective HIV/AIDS-related
interventions as well.

Mr. PAYNE. Yes?

Dr. FrIST. Mr. Chairman, I will just build on that a little bit. It
really comes from just the very limited experiences I had in watch-
ing PEPFAR funding takeoff. It is really remarkable, just 6 years
ago, and how far we have come.

I guess the first point would be that if you save somebody’s life
from HIV/AIDS and then they die from contaminated water a few
years later, the goal of child survival, which is the ultimate goal
is health, is not met. It is not a particular virus, it is not a par-
ticular entity, but it really is survival, quality of life, productivity,
getting them up to this sort of age of 5, at least in this community,
we know that milestone, people have that opportunity, and I think
that is important, this integration.

The bill that we referred to today, of course, talks about the im-
portance of the strategic planning, bringing people together in an
integrated way.

The second point I would like to make, because the most common
thing I hear is that we are spending so much money on HIV/AIDS,
malaria and tuberculosis, and, yes, some of that comes down to
children a lot, but if you take the 10 nations where child survival
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is the worst, where mortality is the highest, only one of those 10
are targeted by PEPFAR.

So, again, if you step back and say what is the objective today,
maybe in 2003 it was probably the objective, but it was less clear.
But I think the objective today is survival. Survive to 5 is the ini-
tiative that we are working toward. And if you do that, you look
where the problem is, and of those 10 worst countries where it is
most challenging, that only one of those 10 is targeted by PEPFAR,
it means that we need to refocus, raise the visibility in an inte-
grated way and address the issues before us, Survive to 5.

Mr. PAYNE. Mr. Smith.

Mr. SMITH OF NEW JERSEY. Thank you very much, Mr. Chair-
man. First of all, let me just say to Dr. Frist how much we miss
his leadership over on the Senate side. He is not only an extraor-
dinarily talented surgeon and doctor, but a man who is able to
bring disparate factions together time and time again for a very
good outcome legislatively and policy-wise and just a totally decent
man. It is so good to see you again, and when you hold out that
oral rehydration salts, it reminds me of Jim Grant, the former head
of UNICEF who never went anywhere without having a packet of
salts. And to all of you, thank you for your testimony.

Dr. Walley, I want to especially thank you. Some of you may
know this, probably most of you do not, Dr. Walley walked into my
office many, many years ago, and asked me what I was doing on
fistulae, obstetric fistulae, and I said, I do not even know what it
is. This was in the 1990s. And gave me a crash course on what a
horrific, preventable, and certainly curable in terms of reconstruc-
tion surgery, condition fistulae is; then the attendant psychological
counseling that goes along with someone who has been so hurt
with such tears. As Dr. Walley knows, I did author legislation, it
passed the House, but never got through the Senate. We are work-
ing on another bill right now to increase the amount of money for
fistulae repairs. And when we did not get it out of the Senate, we
went right to Dr. Kent Hill, who was here earlier, and he did al-
most dollar for dollar exactly what the House legislation would
have done, but it all came from Dr. Walley.

Since then I have visited fistulae hospitals and repair centers all
over Africa, including the famous one in Addis. I was greatly
moved by the work that was done there, and most recently, a few
weeks ago, I was in Goma where women were getting fistulae re-
pairs as a result of sexual violence.

So your work, honestly, has been groundbreaking for Africa and
has spawned so much wonderful outcomes for women who other-
wise had lost their lives. You have given them their lives back.

I know we are going to have to break in a minute, but I do have
a number of questions. I would like to start with a few. You men-
tioned the whole issue of essential obstetrical services. I chaired a
hearing when we had control still on the whole issue of safe blood
for Africa, and the fact that the lack of it greatly contributed to
hemorrhaging of women during child birth who then die because of
it. WHO suggested that upwards of 40 to 45 percent, somewhere
in that order of magnitude, of the maternal deaths could be done
away with with the availability and the accessibility of safe blood.
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The Minister of Gender in Uganda told me on one trip, she said,
let me tell you Americans something, and this also would go equal-
ly for the Europeans, Uganda does not want abortion. We are tired
of maternal mortality being misused by the United Nations, by
U.S. NGOs, by Marie Stopes International and others to try to put
into these countries abortion on demand which kills babies and I
believe wounds their mothers. It is a misuse of a horrific tragedy
of maternal mortality.

She said, what we want, and you just said it, is essential obstet-
rical services, trained birth attendants, midwives, if there is an ob-
structed delivery, to know exactly what to do and to do it quickly
for mother and baby’s sake so that, like the Canadian number you
mentioned, maternal mortality can drop to almost zero.

And if you could elaborate, and maybe Dr. Frist, you as well, be-
cause I think the hijacking of the maternal—and let me say par-
enthetically, when abortion was being considered in the United
States, and I know there are a lot of strong advocates for child sur-
vival here, and I believe in child survival for all the children, that
there is not this artificial line of demarcation that says birth on,
we care about them, birth before, only if they are wanted, if they
are unwanted, they are dispensable or disposable.

Dr. Bernard Nathanson, founder of NARAL, National Abortion
Rights Action League, as it was called then, he and Betty Friedan,
founded that organization, ran the largest abortion clinic in New
York. He did thousands of them and testified all over the country.
He made up the number, 10,000 women in America were dying
from illegal abortions every year, right out of thin air, and that got
amplified by the media, by Members of Congress and Senators, and
the number, according to CDC, was 39. Thirty-nine too many, we
want zero, and certainly antibiotics brought down the number pre-
cipitously in the sixties, seventies, and eighties, but it was not
10,000.

The same kind of exaggeration and hyperbole and The Lancet ar-
ticle makes a very good point about it, WHO makes a point about
it; we do not have hard numbers. But again, if there is one, it is
one too many. Large exaggerated numbers do not help either. But
this idea of essential obstetrical services, Dr. Walley, that is what
Africa is calling for. Why would they want to buy into this, and I
consider it a hijacking of the legitimate concerns we all have for
ending the maternal mortality tragedy of Africa and everywhere
else. Dr. Walley and Dr. Frist.

Dr. WALLEY. I am sitting next to somebody who knows things
better than I do. Africa is his home we are talking about. I think
the most important thing we should do but we are not, i.e., govern-
ments, international organizations, funding agencies, is to listen to
the people that we are imposing solutions on. We must ask them
what they want, ask the mother what she wants.

You know, I have heard it said and inferred many times by
mothers in Africa, “We have not got much hope here. All we have
is hope in our children, and it seems the rich world wants to take
them away as well. If you do not want to directly do that, you just
neglect us.”

So this is all about our not listening or neglecting it to help pro-
vide technical interventions and so on. There are many things that
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one can do both by training traditional birth attendants in the vil-
lage to know how to rub up a contraction to make the uterus con-
tract, to stimulate the breast with the baby if it is still alive or to
rub the breast to induce endogenous oxytocin, which makes the
womb contract after the baby is born, other treatments and so on.

But if the only solution is to come in with manual vacuum aspi-
ration, with the early morning after pills and the abortion pills,
this is an insult, and I do not know how people would take it if
people came and imposed these kind of values on us, or maybe they
have seen the way we treat our own babies in Canada or the
United States, and that we have almost a despair and death to
offer whereas what we are trying to offer with essential obstetrics
is life and hope.

Mr. PAYNE. Thank you. Go ahead.

Dr. Frist. Well, I will just very briefly comment. I appreciate the
comments made, and clearly the focus of anything that we do in
terms of policy needs to be on that fundamental grounding of re-
spect for life, both before birth and after birth, and I want to make
sure that in whatever legislation or policy comes forward that that
is very clear.

I will have to say from my experience, and most recently in Ban-
gladesh with Save the Children, what we witnessed up in Sylhet
in terms of the postnatal care, in terms of vitamin A administra-
tion, vaccine work in the field, back in Dhaka, the prenatal care
and respect, four visits that are an instrumental part of the pro-
gram, the respect for the mother, the education that goes on, and
in during birth has been the focus of what I have observed.

I do not have the fear, quite the fear of a hijacking of the agenda,
I guess, just based on my experience working with the sort of
groups that are represented at this table. I see the focus on that
individual, the mother, the unborn baby as well as the baby after
birth, and then on up to the age of 5. I think those basic principles
need to be reflected again and again and again. Programmatically,
that is what I have witnessed.

Mr. PAYNE. Thank you very much. Yes?

Mr. OoT. Is it possible to comment just a little bit more on that?
I think the issue of comprehensive emergency obstetrical care is ab-
solutely critical. What we have learned in listening to people and
mothers in particular is that many of them either cannot or do not
get to those facilities, and so moving those services that could help
save lives closer to communities is absolutely critical, as Dr. Walley
was referring to.

Mr. PAYNE. Ms. McCollum.

Ms. McCorLumM. Thank you. I thank all the witnesses for their
testimony. Just a brief comment, Dr. Walley.

I had the opportunity to travel with CARE in Peru where they
were identifying high-risk pregnancies through USAID and doing
a lot of the interventions that you are talking about, and I think
there is much work to be done, so thank you for your efforts in
speaking up for women who needlessly suffer during delivery be-
cause we know the child needs the mom in order to be successful.

I would just ask all of you if you would comment on the child
survival account being cut, and the concerns that we have about
bringing balance to this, your perspective why this is important,



54

and Doctor, you are going to have a very unique perspective on
this, so I would ask you to go first. Thank you for coming all this
way.

Dr. METANGMO. Thank you. I think really for the longest we
have used very effectively the interventionist approach that really
focus on training people, on really bringing a very good solution to
problem that we identify. But people who are working at commu-
nity level have been for the past time really starting to discover
how important the empowerment approach, where we really listen
to people as Dr. Walley was saying, where really you understand
and try to seek what exactly is the motive behind the behavior,
what really do they want. When you bring them to the table and
start talking to them, not only this empowerment and assistance
ability, but to really opens door to a lot of other things that we
could not have even expected.

So I think really it is very important for people who really want
vertical intervention and rapid result. I think it was very easy to
take this interventionist approach, but the limit that we are hitting
now show that if we listen more to those models, if we really go
down there and try to bring stronger the community component of
each of those programs, each program, as we said, really has its
positive side, but where is the voice of the community in that? As
much as we put all that, I am sure that will get down to really a
program that not only solve the problem, but solve it in a durable
and a long lasting way.

Ms. McCoLLUM. Mr. Chair, if I may.

Senator Frist, your position, you are a parent, you have been on
both front lines. These types of interventions can empower commu-
nities and parents to take more active role in saving their own
child’s life, working in partnership with organizations such as Save
the Children, and USAID. But does that also then begin to create
part of the health care infrastructure platform that the good doctor
was talking about from Cameroon?

Dr. FrisT. Well, it most certainly does, and I think one of the
things we have learned really from the PEPFAR, the PEPFAR in-
vestment very directly is that coming in and imposing either West-
ern ways or the practice of medicine the way that we practice it
in the country is doomed to failure. And it does come back to the
sort of empowerment on the ground, initiatives coming from within
and supporting those, and supporting them with the inexpensive
technologies that we know do work today and applying it. If we
marry those together we end up being successful, and that is in-
deed the way infrastructure must develop overall. It is not going
to be just an investment in a single drug or a single treatment or
a single virus. It is going to require that broader investment, incor-
porating and assimilating interest from within, coupled with edu-
cation and the very simple technologies we have today.

Mr. PAYNE. Let me thank the panel. Unfortunately, our time has
expired, and I know you have a 1:30 press conference. We normally
come back and ask for another round, but we will not, but let me
thank you again, and I ask unanimous consent that written state-
ments submitted by the United States Child Survival Coalition be
a part of this hearing record. No objection. So ordered.

The meeting is adjourned.
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[Whereupon, at 1:08 p.m., the subcommittee was adjourned.]
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